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pital which has been more thoroughly and fully 

treated than that of training schools for nurses. 
It is therefore difficult for me to condense a dis- 
cussion on the subject which can be of very much 
value or interest without being guilty of seem- 
ingly wholesale plagiarism. 


| sas of no subject connected with the hos- 


The remarks herein refer in general to schools 
in the State of Pennsylvania and specifically to the 
class with 50 to 100 trainees of which I can speak 
from personal experience. 


Nursing, as in every other form of medical edu- 
cation, is fast becoming specialized, which is pro- 
ducing an ingrowing restriction in the general 
nursing field, such as social workers, laboratory 
technicians, x-ray technicians, pediatrics, ortho- 
pedics, obstetrics, all of whom are drawing in- 
creasingly from the number of general nurses. 


The public is educated to the fact that in every 
y resented before the Hospital Association of Pennsylvania, 
Philadelphia, April 1941 
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kind of serious illness the nurse is an all important 
factor in recovery. Modern devices, new equip- 
ment, hospital construction, transportation and a 
stream line administration make good nursing pos- 
sible in institutional work in a far greater volume 
than in former days. Thus the annual output of 
nurses, though not much increased in numbers, 
has been able to cope with demands. This, in a 
measure, pertains also to the medical profession. 


Such ideas as I have upon the training schools 
and their operations are not based upon the in- 
tricate technical methods of instruction or any 
special knowledge of the curriculum and didactic 
teaching, but from a constant and daily contact 
with the student body and close observation of 
results. : 





The Management of the Training School 


The operation and management of a training 
school goes beyond the routine department of a 
hospital. The hospital executive is not the decid- 
ing factor in its entirety. Its entire curriculum, 
material used and methods of instruction are dic- 
tated by extraneous authorities, namely, The 
League of Nursing Education and The State Board 
of Nursing Education. 


The director and school committee try to func- 
tion by these dictates. Upon the size and financial 
standing of the hospital which has a training 
school will depend largely the results. 


The training school committee usually consists 
of the directress of nurses, one or more members 
of the board of managers, the hospital director 
and in some cases, a member of the hospital aux- 
iliary body. 


The real management devolves upon the direc- 
tress. Where matters of discipline and finance 
enter—the director is called upon. 


There is always a tendency to perfunctory ac- 
tion—due not always to lack of interest—but to 
lack of knowledge in operation and administration 
of this special body. Where minimum require- 
ments and recommendations of inspectors are 
complied with, the schools are prone to carry on 
complacently, whereas, in many instances, addi- 
tional efforts on the part of the training school 
committee could improve the operation of the 
school. 


It is an accepted fact that general hospitals 
where all the common forms of diseases are ad- 
mitted serve best for training nurses. The larger 
the hospital, the better. Besides, large clinics of 
all branches are available. 


Small hospitals have very definite limitation in 
number of patients, variety of diseases, equip- 
ment, and usually little or no ambulatory clinics 
or dispensaries. 


The compensation for these shortcomings can- 
not be made up satisfactorily by affiliation. The 
continuity of supervision and instruction is better 
not broken. 


It is axiomatic that the by product of teaching 
is in proportion to the use of the facilities avail- 
able in its making. 


The Shortage of Nurses a National Problem 


We are now confronted with a national prob- 
lem which creates a dearth of nurses for all hos- 
pitals and from appearances will soon become 
acute. 
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Immediate preparation must be made to supply 


additional nurses for the Army, Navy, United © 


States Public Health, municipal public health, Red 
Cross and for teachers, as well as the increasing 
need in all hospitals. 


This fact alone will have a bearing on the imme- 
diate problem of operating training schools and 
will no doubt require some concession in attain- 
ing normal time ideals. In other words, we must 
depart from a permanent policy and meet the 
situation with an expediency which will come near- 
est meeting the demand. 


Under the present stress, brought on by na- 
tional need for personnel, not only in the nursing 
field, but every phase of hospital operation, it is 
fast becoming impossible for hospitals to compete 
with industry, especially in the matter of wage 
demands. One cannot blame an employee for bet- 
tering his or her condition. 


A recent tabulation shows that 123 hospitals 
have been approved for schools of nursing in Penn- 
sylvania. 


The requirements of the League of Nursing 
Education, The State Board of Nurse Examiners 
and the curriculum dictated by these bodies, place 
a financial burden on the hospitals to a degree 
which many are unable to bear. 


Besides, there is contemplated a training of a 
number of practical attendants. This is out of my 
field. I only hope that this duty will not be im- 
posed on the hospitals having training schools, as 
I am sure that it will complicate the teaching pro- 
gram for student nurses. 


Costs 


To date, one of the principal factors in discuss- 
ing the nursing training has been comparative 
costs. In looking over data concerning the cost of 
operation of training schools for nurses I find 
them so bizarre and inconsistent that the evalua- 
tion seems hopeless. 


It is generally admitted by all consultant and 
study groups that the shortage of funds is the 
greatest obstacle in operating a training school. 
Where the financial burden is too great the school 
must suffer or the hospital must be administered 
in such an economic way as to produce a false 
sense of security to the community. 


Costs depend largely upon what is given for the 
service. Practically all small schools and many 
large ones operate on an unsound financial basis. 
Hospitals find it difficult to acquire the equipment 
demanded for teaching purposes, little or no funds 
to pay for qualified instructors, and the hospital 
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finds it necessary to depend upon voluntary in- 
structors, which is usually unsatisfactory, as their 
services are rendered at their respective conveni- 
ences—it is difficult to get something for nothing. 


In addition to the tangible costs there are many 
hidden factors which enter largely into the ex- 
pense of a training school, such as a failure of 
students to pass the training standards, also, a 
large morbidity rate in this young group. 


Requirements for a Successful Training School 


The operation of a training school is best ac- 
complished— 


Where there is a teaching center 


When the curriculum is never subordinated to 
the interest of the hospital 


When instruction is paid for 


When the operation of the school is not finan- 
cially dependent upon the hospital 


Where the best facilities for teaching can be 
obtained, viz: texts, laboratory, library, 
recreation, etc. 


When no outside influence can be brought to 
bear which permits departure from all re- 
quirements 


Where clinical facilities of all types are avail- 
able, viz: infectious, orthopedic, pediatric, 
obstetric, ete. 


Where living facilities for students are the 
best and permit a proper supervision 


Where proper hours of duty, study, and regu- 
lar recreation can be adhered to 


The above requirements for training nurses 
cannot be met in a small hospital with a small 
number of students. 


Obligation of the School to the Student Nurse 


Once a contract is entered into with the trainee, 
the hospital assumes an obligation which is finan- 
cial, moral, spiritual, and educational. 


There are many large hospitals in Pennsylvania, 
which, if underwritten by public funds, as is the 
case in almost every other form of education 
everywhere, could serve to supply all of the nurs- 
ing needs with graduate nurses of a type of train- 
ing unsurpassed. 


This graduate nursing service in a hospital 
would of course have to be augmented by maids 
and orderlies, and in my opinion will give a far 
Superior service than that given by student nurses. 


Hospitals should not impose straight nursing 
service upon trainees, it is unfair to the student, 
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patient, and hospital. Besides, legal responsibility 
alone should prevent it. When accidents occur, 
especially those that are preventable, under grad- 
uate nurse regime, the hospitals have at least 
taken every reasonable preventive measure. 


With the use of undergraduates, this is not the 
case and might render the hospital subject to 
prosecution for tort. 


I believe that nursing with graduates, maids, 
and orderlies as assistants, is not only cheaper, but 
better. The end result is the objective. 


Cost should not be made the prime factor in 
attaining the objective. I quote Dr. Bert Caldwell: 


“My personal opinion is, that irrespective 
of the size of the hospital, the institution can 
operate with graduate nurses and give better 
nursing care, providing it employs a sufficient 
number of maids and orderlies at the usual 
rate of compensation, than it can by operating 
with a training school, especially, if it pro- 
vides the character of nursing education pre- 
scribed by the League of Nursing Education 
and the American Nurses’ Association.” 


Again the question, “If you had your choice, 
who would you rather have take care of your pa- 
tients, student nurses or graduate nurses?” 


Of 500 superintendents of nurses, 76 per cent 
replied emphatically that they would prefer stu- 
dent nurses and only 24 per cent voted for grad- 
uate nurses. (Quotation from ‘Nurses, Patients 
and Pocket Books.’’) 


It would appear from the above that the ma- 
jority of superintendents of nurses are denouncing 
the schools they conduct. The enormous number 
of training schools is evidence that hospitals profit, 
or think they do, by running them. The matter of 
cheap labor or profit should not be considered in 
a training school. 


The Small Hospital Training Schools 


Advocates for small training schools claim the 
following advantages, many of which I do not sub- 
scribe to entirely: 


Community pride 


Facilities to obtain intimate knowledge of 
student and her background 


Greater possibility of graduates remaining in 
the immediate environments after they 
finish—thus facilitating a more even source 
of supply of nurses 


Finances in many cases prevent the appli- 
cants from leaving home for the nursing 
education 











Affiliations with nearby hospitals bridge a gap 
of scarcity of clinical material 


Undergraduate nursing is as good as graduate 


Finances and envircnments of small hospitals 
make it difficult to obtain graduate nurses 
when trained away from home 


Being at home promotes contentment and 
enhances the learning quotient 


It might be assumed that a student body pro- 
vides a more pliant group than graduates. Granted, 
but I fail to understand how an undergraduate 
nurse can give better care to the sick than a ma- 
tured, experienced graduate nurse holding a cer- 
tificate of proficiency. ; 


Items to Be Considered in the Operation of the 
Training School 


In the operation of schools of nursing, the fol- 
lowing items in order of their importance must 
be considered: 


First—The selection of the pupil. Too much 
importance cannot be placed on tempera- 
ment; quick temper and lack of sympathy 
have no place in a nurse’s qualifications and 
personality. 


Second—Education. All applicants should 
be limited to those with one year of college 
credit. 


Third—Character. This should be looked 
into meticulously. 


Fourth—Age. Not less than twenty years 
nor more than thirty. 


Fifth—Physical condition. This should 
meet the requirements for every stress of a 
nurse’s calling. The matter of personal ap- 
pearance and physical limitations should 
have serious consideration. Every applicant 
should receive on entrance the necessary in- 
oculations. 


The faculty should consist of professional 
teachers and instructresses qualified to deliver the 
required standard curriculum as approved by The 
National League of Nursing Education. 


The curriculum as required should be followed, 
regardless of the size of the hospital, and stressed 
in terms of content and not hours. 


Every facility for teaching should be made 
available as well as texts, laboratory, library, 
x-ray, etc. 


Modern and sanitary living comforts for hous- 
ing of students under the direct supervision of a 
member of the faculty. Recreational facilities 
should be provided or available—such as gym- 
nastics, library, movies, accommodations for 
group entertaining, etc. 


Provision for transfer from one school to an- 
other would, in many cases, work to the interest 
of the trainee, when approved by both governing 
bodies and the state inspector. 


Conclusion 


1 No school should be allowed to exist without 
full compliance with the minimum educational 
standards of the state authorities. 


2 No curriculum in any school should be sub- 
ordinated to the nursing interest of the hospital. 


3 Trainees under no condition should be al- 
lowed to assume authority in nursing or take re- 
sponsibility of a graduate nurse. 


4 Under no condition should trainees be al- 
lowed to administer poisonous drugs or perform 
nursing duties which, when not properly executed 
might cause personal damage, except under the 
direct supervision of the graduate nurse and then 
only as a matter of instruction. 


5 Hospitals having schools should have rep- 
resentation on state boards and be a party to all 
demands relating to the curriculum, hours of in- 
struction, the quantity and type of equipment. 
This suggestion seems fair inasmuch as the hos- 
pitals do all the financing. 


6 A gradual elimination of the small schools 
not properly financed, and encouragement in the 
development of larger school centers. 


7 Continuance of the excellent system of in- 
spectors now effective in the State of Pennsyl- 
vania. 





American Hospital Association Convention 


September 15-19, Atlantic City 
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enacted the nurses of America, especially the 
Red Cross Nurses, knew that they would be 
called upon, that they would be needed. Why? 


: August of 1940 when the Draft Bill was 





In 1912 Jane A. Delano organized the Red Cross 
Nursing Service, and since then this has been the 
source from which the Government in case of 
emergency has secured registered nurses, quali- 
fied and efficient in every respect. During the last 
world war this service supplied 20,000 nurses for 
the American Army and Navy and additional num- 
bers were sent to our allies and for civilian 
purposes. 


Just as the National Guard serves as the reserve 
strength of the American standing army, so does 
the Red Cross Nurse stand as the reserve of the 
Army Nurse Corps and the Navy Nurse Corps. 
This arrangement was made by a Congressional 
Act in 1912. Therefore, we, the American nurses, 
specified just what women could serve their coun- 
try in such times as these. 


Who Are Our Red Cross Nurses? 


The requirements for enrollment in the Red 
Cross Nursing Service are the highest required 
by any nursing organization. 


1 Graduation from a school of nursing con- 
nected with a hospital having a minimum of 50 
patients daily 


2 Perfect health, standard height, weight and 
good teeth 


3 American citizenship 
4 Member of the American Nurses Association 
5 Marital status—single or divorced 

6 Age—twenty-one to forty years of age 

After state registration, any graduate nurse 


ein esented at the Convention of the Tennessee Hospital Asso- 
lation, Nashville, Tennessee, April 1941. 
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meeting these requirements may enroll in the Red 
Cross Nursing Service. Enrollment is voluntary, 
just as is the military service voluntary at this 
time. 


When the nurse makes application for enroll- 
ment she signs a statement avering that she will 
“serve her country in time of disaster, war, and 
great emergency” and she states her preference 
for Army or Navy Nurse Corps assignment in the 
event of war. 


Upon her enrollment she receives a badge num- 
ber and a classification—either First or Second Re- 
serve class. If the newly enrolled nurse has stated 
preferment with the Army Nurse Corps, her name 
is immediately filed at the headquarters of the 
Army area in which she is then residing. If the 
nurse prefers Navy service, her name is filed with 
the Navy Corps headquarters. 


This year, before June 1, 4000 First Reserve 
Red Cross nurses will be inducted into service with 
the army military forces; 800 with the Navy. No- 
tice this—the call to service is an invitation, it 
comes directly from the Army and Navy Corps, 
not from the Red Cross, and it is voluntary. A 
nurse, regardless of her civilian position, must be 
guided by her own conscience in this decision. 


Last December, the Army Nurse Corps had 
17,000 names of nurses who had said they would 
serve in an emergency. The need for 1200 nurses 
by January was revealed, so 1200 First Reserve 
Nurses were called; 105 responded. The other 
1100 gave various excuses. This ratio was start- 
ling and an intensive drive was launched to in- 
crease enrollment. The Red Cross now has about 
2000 new enrollees each month and nurses are re- 
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sponding loyally to their country’s call as we knew 
all along they would do. 


Surveying the Nurse Supply 


About the time that the Red Cross began its 
enrollment drive, the American Nurses Associa- 
tion and the U. 8. Public Health Service saw the 
need of locating every graduate nurse in America. 
It was necessary that files be set up which would 
give the information as to how many nurses are 
available, their location, and the type of nursing 
they are prepared to render. In January of this 
year the National Survey of all graduate nurses 
was made. It is estimated that there are 200,000 
nurses in America, a sufficient number, but poor 
distribution. In a few weeks the information 
gathered by the survey will be released and a more 
even distribution of nurses will be planned from 
these statistics. 


In normal times the Army has a military per- 
sonnel of 135,000 men. The Army hospitals con- 
tained 16,000 beds. The Army Nurse Corps con- 
sisted of 1144 nurses. By June 1941, the Army 
will consist of 2,000,000 men. Beds in Army hos- 
pitals will be increased to 100,000, an increase of 
84,000 beds and the Army Nurse Corps will need 
4000 additional nurses. 


But it is not the military service alone which 
has created the apparent nurse shortage. Five 
thousand nurses out of the 200,000 should not 
make an appreciable shortage. 


Nurse Supply and Nurse Distribution 


There is not a shortage of nurses in America as 
a whole, but the distribution is wrong. The nurses 
from the south have volunteered much faster than 
from other areas, therefore the south has a 
greater shortage, also there are fewer nurses in 
the south. More army camps are located in the 
south, this might explain, partly, our larger num- 
ber of nurses volunteering. The fourth and 
eighth Army areas will have 40,000 of the 84,000 
bed increase in Army hospitals. 


More nurses seem to be marrying than for- 
merly. I attribute some of this increase to the 
fact that the young graduate is interested in men 
of the draft age, and always men in uniform and 
leaving for the camps have ‘been attractive to 
women. We note this marriage increase before 
every war. © 


Another absorption of the young nurse is the 
airlines. Several hundred go into this service as 
stewardesses each year. 


The First Reserve 


I stated earlier that Red Cross nurses were clas- 
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sified upon their enrollment into First Reserve and 
Second Reserve Nurses. 


Only the First Reserves, those nurses who are 
single, under 40 years of age, and in perfect health 
are eligible for military duties. But there are posi- 
tions and plenty of places where the Second Re- 
serve Nurses can serve at this time. 


So far, I have mentioned positions which are 
absorbing the nurses who are First Reserve or 
eligible as First Reserve Nurses. But there are 
many positions open for the nurse of the Second 
Reserve of the Red Cross Nursing Service or 
eligible for enrollment in the Second Reserve. She 
is the nurse on whom depends the responsibility 
of civilian health. 


The great increase of work in industrial plants 
engaged in making supplies for National Defense 
has called on much nursing strength. Powder 
plants, textile mills, factories, all these plants 
that formerly occasionally employed one nurse, 
now have staffs of 10 to 20 or more nurses. 


The Problem of Army Camp Cities 


Another problem which has occurred, due to na- 
tional defense, and with which the Public Health 
Departments are dealing, is the camp cities. Al- 
most all of the new army camps are being built in 
rural counties, and if a town is near, it is usually 
a small one of 2000 to 2500 population. All over 
the country these camp cities are literally spring- 
ing up over night. These rural towns, in a few 
days, grow to cities of 30,000 to 70,000 population, 
all commodities such as housing, lighting, mar- 
kets, sewerage systems, are inadequate to care for 
such an increase, but the public health depart- 
ments are adding to their staff force as rapidly as 
possible. This is a field where qualified nurses are 
badly needed and where we anticipate that the 
nurse living in the community of a camp city will 
volunteer. You have only to go to Camp Forrest 
at Tullahoma, Tennessee, to understand the need 
of nurses to care for civilians of these camp cities. 
The industrial plants are creating much the same 
problem. As an example of this I cite Milan and 
Millington, Tennessee. 


Hospitals are complaining of a shortage of pri- 
vate duty and general duty nurses particularly. 
Many suggestions to meet this shortage have been 
forwarded. I recall that during the depression even 
people with money refused to spend it on such a 
luxury as a “private” nurse. Now that same pa- 
tient wants three eight-hour duty nurses hovering 
over him. If private nurses were a luxury which 
could be dispensed with during the depression why 
have they now become such a necessity? The criti- 
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cally ill patient will need and must have the pri- 
vate duty nurse for a few days, and we know that 
these patients will not be neglected by the nurses 
of America. But remember these are civilians with 
well-staffed hospitals accessible. Compare this to 
the man in the Army Hospital, sick, away from 
home, from mother and the only woman who can 
go to care for him is the Army nurse. 


The general duty positions in hospitals sprang 
into existence as a depression measure. These 
graduates were employed for room and board and 
perhaps a small allowance. They were employed 
to replace the student nurse in order that the num- 
ber of nurses in the schools of nursing could be re- 
duced. These general duty nurses are the ones 
needed for Army service. If hospital administra- 
tors feel that the general duty nurse is indispen- 
sable they must: first, offer better pay; second, 
ask the married, retired nurse to return to her pro- 
fession as a patriotic gesture; third, use ward 
aides; fourth, in hospitals where clinical facilities 
are adequate increase the student body as much 
as possible. 


Hospital directors and _ superintendents of 
nurses must give the senior students in the school, 
all of the supervised responsibility she can capably 
assume. 


The Second Reserve 


Another place for this Second Reserve nurse is 
in helping in the disaster institutes being held all 
over America—with powder plants—airplane fac- 
tories—munition factories springing up in all 
areas and particularly in the center of America, 
we can expect and should prepare for all kinds of 
accidents and disaster. Explosions, fires, floods 
from power dams, all such accidents must be an- 
ticipated, and nurses are needed to teach every 
man, woman and child what to do in cases like the 
above. Every county in America has been asked 
to set up disaster committees with nurses serving 
on these. 


It was during the last world war that classes in 
home hygiene and care of the sick were taught to 
many women, through the auspices of the Ameri- 
can Red Cross. These courses have been continued 
ever since but not intensively, 65,000 women com- 
pleted the course last year. This year the Red 
Cross is increasing the number of classes and the 
number of women taking the courses. 


Teachers, who must be nurses, are badly needed 
for this teaching. It has been said by Dr. Har- 
riett Elliott of the National Defense Advisory 
Commission that, “to make America impregnable 
by making America stronger than ever before, 
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sturdier in body, sturdier in nerves, surer in liv- 
ing.” This means that public health standards 
must be maintained, even elevated. The success 
of our defense, our industrial productions, depends 
largely on the health of the people of our nation. 


Summary 


In summarizing you will find the nurses of 
America needed and being placed in the following 
fields— 


1 Army—4000 needed this year 
2 Navy—1500 needed this year 


3 Veteran Administration Facilities will in- 
crease their nursing staffs. These hospi- 
tals are now called Post Hospitals. 


The above are the Government services. In the 
civilian life nurses are needed and being placed in 
these fields— 


1 Public Health — City — County — State 
and Government sponsored units 


2 Industrial plants 
3 Hospitals 


4 Teaching both in first aid for disaster 
preparedness, and Red Cross home nurs- 
ing. Teaching mothers to care for minor 
illnesses in the home, thereby sparing the 
nurse for broader, more far-reaching 
nursing duties. 


I have referred always to the Red Cross Nurse 
—both First and Second Reserve. However, Red 
Cross enrollment is not imperative. The require- 
ments of the Red Cross Nursing Service are prac- 
tically the same as those of any Government serv- 
ices. The Red Cross nurses are given preferences 
with the Army and Navy because their credentials 
are all in order, all of the preliminary work on 
their applications has been done by the Red Cross 
Nursing Service, thereby sparing the Army Nurse 
Corps much work. But there is work for every 
American nurse in our country’s Defense Pro- 
gram. 


Standards need not, and must not be lowered. 
The survey has shown that there is a sufficiency 
of nurses. Our problem is to instill in all nurses 
their patriotic and professional duty to their coun- 
try and community. Then, as a group of hospital 
and health minded people, see that the nurses with 
their specialized talents, are used to best advan- 
tage in your own institutions and communities. 
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Basic Considerations in Formation of Hospital 
Laboratory and X-Ray Rates 


EDGAR C. HAYHOW 


tain what services, other than a bed service, 

the physicians required of the hospital today 
as compared to fifty years ago. Twenty-four 
charts representing pneumonia and cancer cases 
recorded one single urine examination. That was 
in 1890. What two dozen similar charts for 1941 
disclosed is obvious. 


S is: months ago, I was interested to ascer- 


One thing is important, however, that a mere 
listing of these latter special charges, and I am 
concentrating particularly on laboratory and 
x-ray, when reviewed wholly from the point of 
view of the patient’s ability to pay, would solicit 
sympathy. 


Along the line somewhere each hospital, for- 
tunately for the patient, has saddled itself with 
the responsibility of offering these services as 
part of its armamentarium, yet realizing fully that 
the attendant over-all charges must be borne by 
someone and I suppose by precedent no small 
share has been allotted to the private patient. 
Apparently, the conflict has been that the charges 
for these special professional services are not 
generally reconciled by the patient in terms of the 
relative importance and effectiveness towards the 
diagnosis and treatment of the condition in ques- 
tion. 


Schedule of Rates 


Before one can discuss the basic consideration 
in the formation of hospital service rates, one 
may justifiably question as to how the present 
schedule of rates came into being. It is difficult 
to generalize. Yet, again, most hospitals conform 
to a more or less set pattern. 


Rates, in the majority of instances, are classi- 
fied in schedules for private patients, semi-private 
and ward patients. Some hospitals group private 
and semi-private together. Ambulatory patients 
outside the out-patient department pay private 
rates; clinic patients conform to ward schedules. 





Presented at the Pittsburgh Conference of the American 
College of Surgeons, April 1941. 
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In most instances, compensation and lien rates 
range somewhere between private and semi- 
private schedules. Some hospitals have a ceiling 
for semi-private patients; others for ward pa- 
tients. Many hospitals require a basic routine 
laboratory charge upon admission but by and large 
there is no uniformity as to what examinations 
are made within these groupings or the attendant 
charges. Compensation and lien rates are gen- 
erally standardized within the state limits al- 
though there is no uniformity of rates in adjacent 
hospitals in different states. There is a uniform- 
ity, however, for hospitals to charge governmental 
authorities for the care of compensation cases, a 
schedule of rates as recommended by three na- 
tional hospital associations. 


What are the rates generally charged, by hos- 
pitals for these types of special services? In order 
to answer this question, I studied a series of rate 
schedules now existent, in an attempt to deter- 
mine if possible any set plan underlying present 
practice. Rate schedules submitted by fifteen 
metropolitan New York hospitals were analyzed. 
They included the large university hospital and 
the small suburban one. Hospitals catering to 
the exclusive residential community were included 
as well as those in industrial areas. What were 
the findings? Similar hospitals in the same com- 
munity were charging the same classifications of 
patients for identical work differentials of rates 
ranging from $40. to $100.; for example, a G.I 
Series. Absolutely no constructive information 
could be gleaned from the data submitted other 
than all rates over five dollars were grouped in 
multiples of five dollars. Such a practice, at first 
blush, is certainly unsound. Apparently, rate 
schedules, like Topsy, just grew. 


Turning to the smaller community having more 
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than one hospital, rates did have a tendency to 
conform. However, as always in smaller com- 
munities having one hospital there is a greater 
demand for uniformity and if it is a matter of 
competition, it is always the larger hospital which 
regulates the charges, often to the detriment of 
the smaller ones. 


Determining Hospital Rate Structures 


If it is conceded that the present rate sched- 
ules are unsound, and I assume they are, judging 
by the continuous discussions of them in conven- 
tions, what are the essential features to take into 
consideration to change them? Basically, the de- 
terminant of any price is a matter of worth or 
social value. Fundamentally, it is a question of 
supply and demand. Increased or mass produc- 
tion has a tendency to lower prices. In business, 
price is usually determined by a fixed formula of 
administrative expense, cost of manufacture plus 
profit. Regulating fees for medical services has 
no universal pattern. It has not been possible, 
nor should it be, to arrange all physicians’ fees 
uniformly upon a cost plus basis. Yet, in con- 
trast, within certain limits society can demand 
some reasonably recognized rate structure when 
paying for supplemental diagnostic services for 
which the patient has no way to anticipate or 
estimate before the service is rendered. In my 
opinion, hospital rate structures must be deter- 
mined by what is the value or worth of the service 
in relation to the patient and by that the com- 
munity, the hospital, and the physician. These 
factors must take into consideration the geo- 
graphical location and related price levels, plus 
the actual cost of operation plus amortization, 
the high grade professional care rendered and 
the constant availability of the service in question. 


1 In Relation to the Patient 


Rates naturally should be consistent with the 
type of hospital and the financial abilities of those 
persons within the community. The difficulty has 
been that persons are prone to require hospital 
accommodations more in keeping with their social 
desires than their attendant exchequers. There 
has been too much emphasis placed upon the 
social discrimination in relation to visiting hours 
rather than the total cost of the hospital bill. 
Yet, is the patient wholly to blame? Hospitals, 
by and large, have made little effort to estimate 
mm advance the over-all cost of hospital care and 
the high cost of special charges has in many in- 
stances been a deterrent to the physician request- 
ing to the fullest the services which the hospital 
has to offer. It is my personal feeling that rates 
for special charges should be more standardized 
In similar communities based upon the over-all 
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room service occupied rather than based upon the 
particular classification of room the patient has 
selected. One hears so frequently the reaction 
as to why special charges for a $5.50 per diem 
rate entitles a semi-private schedule when a $6. 
per diem rate demands a private room special 
charges schedule. There is something sound in 
that inquiry. Many lines of endeavor—hotels and 
steamships particularly—are absorbing overhead 
costs in determining room rate schedules rather 
than charging a rigid “pay as you go” plan. Ward 
rates, in contrast too, should carry this same 
principle, yet nearer actual cost and collections 
based upon ability to pay. 


2 In Relation to the Physician 


It is not necessary to review in great length 
the organization and operation of these two pro- 
fessional departments in relation to the physician. 
By and large, hospitals conform to the following 
patterns: 


a) Hospitals have arranged with individual 
specialists to set up their own private equipment 
within the institution and permit them to charge 
a personal fee accordingly. Some institutions in- 
sist that a standard rate schedule be followed; 
others permit a charge of “all the traffic can 
bear.” 


b) A popular arrangement, and the one most 
generally adopted, is for the hospital to purchase 
the equipment, charge the patient, and enter into 
a financial arrangement with the physician where- 
by he receives a specified set monthly stipend and 
a share in the profits from net receipts. 


c) The third plan is to employ full-time special- 
ists on a straight salary basis. There is a grow- 
ing tendency towards this practice, especially in 
the laboratory, although many hospitals are 
adopting this same method in the x-ray depart- 
ment. 


There are proponents of each plan. The whole 
basis of medical fees, especially for the specialists’ 
service, has been developed around the principle 
that the wealthy should pay for the poor; also, 
that fees for specialists’ services should be con- 
sistent with skill and professional reputation. It 
is difficult to standardize such practice in hos- 
pitals, realizing fully that a specialist is worthy 
of his hire. Professional organizations resist 
strongly a too rigid regimentation in regulating 
medical services. Yet, in my opinion, I feel when 
hospitals are registered and recognized by the 
national professional organizations this in itself 
should foster some form of standard rate prac- 
tices for special charges. Rates should be estab- 
lished not only upon what is done but what the 
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department is prepared te do. The heart of hos- 
pital practice rests in its diagnostic facilities. 
Efficient technicians can do a large part of the 
routine, yet the true effectiveness of the depart- 
ment and the hospital rests upon the skill of the 
director and that intangible quality of his readi- 
ness to serve. 


3 In Relation to the Hospital 


The hospital, by virtue of its position, is the 
“bottle neck” of hospital practice. In fairness to 
the patient, the physician, and itself, what is the 
approach to establishing an equitable rate sched- 
ule? Should it be a relation to costs or should 
these certain professional departments be expected 
to pay for non-revenue producing units? Cost is 
an important factor, yet individual charges can- 
not be hypothecated wholly upon time and ma- 
terial alone. Compare the time factor of a 
coagulation test as compared to a blood serum 
determination, or a time and plate factor in a 
colles fracture to a gastro-intestinal series. The 
number of plates and man hours are essential 
elements but insignificant to interpretation. X-ray 
rates should not be based wholly on so much a 
plate any more than emergency rooms charged to 
a matter of how many stitches are taken. Both 
these practices are existent and should be dis- 
carded. 


A study was undertaken recently to determine 
the precise cost of laboratory and x-ray charges 
in a 250 bed eastern hospital. Based upon a full 
loaded cost including all direct and indirect 
charges—allocating materials, supplies, salaries, 
amortization, administrative charges, light, power, 
etc.—the actual average cost of each labora- 
tory examination was 45 cents. The same fully 
loaded cost per x-ray examination was $2.19. This 
hospital shared in the profits with its x-ray de- 
partment director and a control cost study per 
examination in the physicians’ private office was 
$2.55 which included items of taxes, etc. That 
showed almost perfect correlation. 


What Is the Solution? 


With the increase of hospitals trying to meet 
standardized diagnostic methods and the en- 
couragement of full-time medical staffs, obviously 
all patients cannot be expected to meet these ex- 


tra charges. Good hospital practice assures the 
best scientific care possible. Free work will always 
be called for yet there must be a ceiling beyond 
which no one should be expected to pay. Labora- 
tory and x-ray departments are an integral part 
of hospital service and some modified system of 
absorbing these charges in room rates seems the 
most equitable plan in the interest of all con- 
cerned. What is needed is better cost data. Allo- 
cate all expenses where they belong and charge 
accordingly. Many hospitals have found it eff- 
cacious to offer straight diagnostic services based 
upon actual cost plus findings. Hospitals have 
standardized rates for compensation cases and 
such schedules have in the main been considered 
satisfactory. When they were not they were 
altered. Hospitals have accepted a unit rate for 
semi-private hospital service plan cases and such 
rates could be adjusted to meet private as well as 
ward cases. Many institutions have adopted a 
limited flat laboratory charge and spread it over 
the entire stay, with no adverse criticism, yet 
making the department a revenue-producing unit. 


Flat rate plans have been used universally for 
maternity patients with success and by so doing 
increased patients and income alike, and fostering 
better medical care and hospital relations to boot. 
Further studies should be encouraged to include 
various types of cases and classes of procedures. 


' All that seems lacking now to extend such prac- 


tices is more detailed financial and cost informa- 
tion. It would seem to me that where some 
modified all-over room rate is now effective, par- 
ticularly as it affects, for example, maternity or 
tonsil cases where all get comparatively the same 
service, all the necessary data are not known or 
all the persons concerned are not wholly co- 
operating. 


More experimentation is needed. Professional 
staffs will naturally cooperate in ordering these 
diagnostic services during these survey periods. 
Too much has been taken for granted in establish- 
ing hospital charges and too much _ personal 
opinion has been injected to discolor the facts. 


In conclusion, it is my recommendation to deter- 
mine the true facts and place the burden of all 
charges—including the publicly indigent—where 
it belongs, thereby reducing proportionately the 
present responsibility now placed in other chan- 
nels. 





—— 


John L. Burgan 


John L. Burgan, general superintendent of the 
Duval County Hospital, Jacksonville, Florida, died 
recently. Mr. Burgan, an active member of the 
American Hospital Association since 1911, had 
been associated with the Citizens General Hos- 
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pital, New Kensington, Pennsylvania; Montgom- 
ery County Home and Hospital, Norristown, 
Pennsylvania, and the Abington Memorial Hos- 
pital, Abington, Pennsylvania, before accepting 
the superintendency of Duval County Hospital. 
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a certain profit over the cost of producing and 

marketing a product or a service, otherwise, 
there would be no reason for the enterprise to 
exist, and obviously it would soon cease to exist. 
Of prime importance to the business man, there- 
for, is an exact knowledge of the costs. To accom- 
plish this he sets up careful controls and account- 
ing systems that will truly reflect his costs. For 
without this knowledge he cannot be certain of his 
selling price and whether his business is being 
conducted on a sound basis or not. 


: industry and commercial life there must be 


The system of private, voluntary nonprofit hos- 
pitals has an entirely different objective. Its aim 
and purpose is not a profit in dollars and cents, 
but to provide hospital facilities for the health 
needs of the inhabitants of the community in 
which it is located. By a graded schedule of 
charges it attempts to place these facilities within 
reach of the greatest number of the population. 
It offers certain lower priced accommodations with 
lowered service charges for those in the lower in- 
come brackets. This part of its business usually 
results in a financial loss. Likewise, for those 
who have the ability to pay, it offers higher priced 
accommodations with increased service charges. 
These operations result in a financial gain and 
offset either in part or in total the losses previ- 
ously described. 


Cost Analysis Important 


Hospitals can, however, borrow a page from 
the experience of industry in the matter of know- 
ing its operating costs. I have made this brief 
comparison of industry and hospitals in order to 
emphasize the fact that hospital management 
too frequently does not employ the proper meth- 
ods in controlling its operating costs. Executives 
in this field are certainly expense conscious, be- 
cause they are constantly harassed by dangerously 
close margins between expense and income. They 
make it a point to economize to conserve supplies, 
to eliminate waste and then feel that the result- 
Ing costs must be all right. My argument is, and 
I base it on experience, that if costs are broken 
down in sufficient detail so that comparisons can 
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be drawn and studied, extraordinary fluctuations 
in cost can be detected, analyzed, and frequently 
remedied. It is of equal importance that cost fig- 
ures be made available as expenditures originate. 
Obviously, cost data lose much of their value and 
effectiveness when they are compiled and pre- 
sented a month or more after the expense has 
been incurred. 


While the process has been gradual, we are now 
becoming aware of an advancement in cost of 
many commodities used in hospital operation. 
Generally speaking, sharp increases have occurred 
mainly in those items which do not constitute the 
bulk of our expenditures. But such items as food, 
linens, labor, that absorb the largest portion of 
operating cost, have shown comparatively small 
increases. In the aggregate, costs today are 
probably not more than 10 per cent greater as 
compared to 2 or 3 years ago. There seems to bé 
no question, however, that further advances are 
in sight and we may well concern ourselves now 
with a plan for balancing the budget. 


Absorbing Increased Operating Costs 


It is inevitable that in almost all hospitals a 
part or all of increased operating costs must be 
passed along to the patient. 


Faced with this fact we ask ourselves how to 
accomplish this as painlessly, as equitably, and as 
effectively. as possible. The general public and 
the medical staff will not take kindly to any in- 
crease in hospital rates. For many years criti- 
cism has been aimed at the high cost of medical 
care. The criticism, direct or implied, is usually 
to the effect that hospitals charge excessive rates 
and make unreasonable profits or that they are 
inefficient and wastefully administered. The point 
is that any increase in charges, regardless of the 
fact that they are warranted by a rising market 
will further whet the appetite of the critics. It 
behooves us, therefore, to give considerate 
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thought to the method employed for increasing 
operating income. 


Horizontal Increase the Most Equitable 


In my opinion, the most painless, the most 
equitable, and the most effective method is a hor- 
izontal increase of rates of all or of part of exist- 
ing rate schedules. I do not favor introducing 
new charges, charges for materials and services 
which heretofore were considered a part of the 
room charges. This is in reality a subterfuge. 
What effect will it have on the patient when he 
gets his bill at the end of the week or at the end 
of his stay? When he finds numerous special 
charges and they must be numerous to be at all 
effective, listed on his bill he registers emotion 
anywhere from displeasure to boiling rage. He 
has in mind the room rate he was quoted at the 
time of admission, he agrees to extra charges for 
the use of the operating room, for anesthesia, for 
special medication, etc., but he protests vehem- 
ently against charges for the use of a special 
pump, charges for this or that kind of tray set- 
up, charges for an electric fan, charges for gowns 
he wore, charges for special nourishment, etc. At 
any rate he leaves a wiser, but sadder man and 
it is only human that he elaborates a bit when he 
tells his friends and neighbors of his unhappy 
experiences. 


When room rates and other anticipated charges 
are advanced the patient knows about it before- 
hand. He may not like it and he may protest, 
but you have a much better chance of convincing 
him that these increases are necessary because of 
increase in the cost of commodities and labor. 


The horizontal increase is also more equitable. 
It permits you to advance the rates on single 
rooms and higher priced accommodations to a 
greater degree than those on two or four bed 
wards or the lower priced accommodations. The 
argument being, of course, that those who demand 
the finer and often not essential services can afford 
a greater increase in rates than those who are 
obliged to hold their expenditures to a minimum. 
It is based on the thought that those financially 
able should, in sickness and misfortune particu- 
larly, help those who are financially less fortunate. 


I have stated that the horizontal increase is 
also the most effective. For the sake of argu- 
ment and illustration I have applied this principle 
to the expense and income figures pertaining to 
our own hospital. In our operating expense we 
find that approximately $350,000 a year goes for 
supplies and approximately $400,000 for wages. 
If the former were to increase by 10 per cent and 
the latter 5 per cent it would result in an increase 
of operating expenses of $55,000 for the year. In 
order to balance the budget a like amount must be 
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recovered from income. I find that increasing al] 
room charges by 50 cents a day would result in 
additional income of $45,000 


Increasing all operating room charges by $1 
would result in $6000 


Increasing maternity all-inclusive rates by $5.00 
would result in $5000 


Advancing extra dressing charges by 10 per 
cent would result in $1600 


Advancing drug charges by 10 per cent would 
result in $6000 


The total increase in revenue amounts to $63,- 
600 as against the $55,000 required. With a pre- 
liminary survey completed I would make further 
refinements and adjustments. I would advance 
certain room rates $1.00, others 50 cents and 
others 25 cents. I would graduate operating room 
rates providing for additions of $2.50 in some 
instances to little or nothing in others. I would 
not increase laboratory, x-ray, or physical therapy 
charges because they are already at a high level 
and further increases would be particularly dis- 
tressing and objectionable to the patient. I have 
not attempted to show an advanced rate schedule 
in complete detail, but I believe enough informa- 
tion has been given to show the effectiveness of 
this method of adjusting rates. 


Other factors must be given consideration also. 
The prevailing rates in other hospitals in the same 
community or in nearby communities must neces- 
sarily have some bearing on the action of any in- 
dividual institution. We can anticipate, further- 
more, increased income as the result of greater 
occupancy. With expanding industrial activity 
and a general easing up of economic conditions, 
neglected health care will be undertaken and more 
demands made for hospital care. However, any 
such anticipation should be seasoned with caution. 


Need for Cost Accounting and Cost Control 


By way of emphasis, I wish to close this paper 
on the same note on which I began: the need of 
accurate cost accounting and cost controls in hos- 
pital management. Since 1913 the cost of opera- 
tion in hospitals in the United States has increased 
more than 135 per cent. I am not convinced that 
all of this advance is justified. Many of us will 
recall what happened to us ten years ago, par- 
ticularly to those hospitals that relied not only 
on income from patients, but also on income from 
investment. We were faced with sharp and seri- 
ous reduction in income. To meet the unbalance 
in operating budget we effected economies and 
reduction in expense which prior to that time were 
thought impossible. I believe we should have 
this same approach now when we begin to think 
of increased rate schedules. , 
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greater extent than ever before in the his- 
tory of hospitals. This may be attributed 
to a number of causes. The science of medicine 
has made vast strides forward in the last quarter 
century and because hospitals have kept pace with 
the newer developments of modern medicine 


f sreter service is being utilized to a 


patients realize that they can be cared for more 


efficiently and restored to health more rapidly in 
hospitals. The public in general, including in- 
dustry, is becoming better educated to the benefits 
and advantages of good hospital and medical care. 
Hospital insurance plans and closely related medi- 
cal service plans are uniting to bring good health 
care within the reach of more and more people. 
The technique of living has become a very com- 
plicated affair in which people have come to ex- 
pect and have learned to use highly specialized 
services of all kinds. Hospitals represent one of 
these services and their utilization becomes a part 
of this practice. 


The Changing Character of Hospital Service 


The character of hospital service has changed 
greatly in the past ten years. The care of patients 
is more intensive than it ever was before. The 
stay of the patient is much shorter. Mortality 
rates are dropping which may mean better care, 
earlier care, or the utilization of hospital service 
for the less serious ailments. Improved pre-opera- 
tive study and preparation of patients have com- 
bined with better anesthesia to make post-opera- 
tive care far simpler from a nursing standpoint, 
and far more pleasant from the standpoint of 
patient comfort. Blood transfusions and intra- 
venous infusions of various kinds are common- 
place procedures in the every day routine of all 
hospitals. Chemotherapy and vitamin administra- 
tion have become important therapeutic weapons. 
Central equipment and supply services have re- 
moved many items from the patient floors. These 
are now obtained upon written requisition and 
the floor nurses have little to do with the prepara- 
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tion of the many trays for which they were 
formerly responsible. There appears to be a grow- 
ing tendency to add the personal services of 
nurses to the central supply service, moving them 
about the hospital to help with the peak loads as 
they appear here and there. These people are 
the sequel to the individual whom we used to 
refer to as the “float nurse.” Nurses have very 
little to do with dietary services and problems in 
the larger hospitals, these having been taken over 
by the dietary group. The whole tempo and 
character of the hospital has changed to such an 
extent that the nurse who dropped out of her 
profession twelve or fifteen years ago would be 
completely lost in the maze of changed conditions. 


The Nursing Field in the Changing Order 


But what of the relationship of the nursing 
field to the development and achievement of this 
new order of things? Through it all, the activi- 
ties and the economic status of nurses have 
come to the front for a vast share of attention. 
Ten years ago and thereafter for a time there 
was a strong emphasis on the evil effects of what 
was thought to be an.overproduction of nurses. 
Efforts to reduce the supply followed. Many nurs- 
ing schools closed their doors, the eight hour day 
was recognized, a concerted effort was made to 
warn the young women of the country that the 
field of nursing was overcrowded. Manufacturing, 
transportation, department stores, the public 
health field and numerous other activities made 
substantial inroads upon the available supply. 


Recently, we have heard much of the accredita- 
tion of nursing schools by: national nursing 
bodies. For the last five years we have contended 
with an increasing shortage of nurses which 
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seems to be approaching a climax with the advent 
of the preparedness program. Hospitals largely 
have had to absorb the financial effects of these 
changes, and they have been very substantial. As 
late as 1925 in many schools of nursing the 
actual nursing experience of a student nurse com- 
pleting her course amounted to about 9000 hours. 
The curriculum of 1927 cut this figure about 30 
per cent and the curriculum which has been made 
effective since 1935 provided another drop of 
about 30 per cent. The inauguration of the eight 
hour day in the early thirties diminished the 
supply of graduate nursing by 3314 per cent. 
Nurses as individuals have responded admirably 
and have worked hard to help the hospitals extri- 
cate themselves from the financial plights into 
which they have been plunged—rather precipi- 
tately by the acts of their leaders. 


I am not saying that conditions in the nursing 
field did not need attention. Probably the student 
nurse was being exploited in the interests of the 
sick. I see no good reason why nurses should be 
asked to work twelve hours per day when the 
working day has been fixed at eight hours in prac- 
tically all other lines of endeavor. Change was 
inevitable and further changes are in the making. 


The Fallacy of Assigning Ordinary Tasks to 
Highly Trained Nursing Personnel 


The time has come for the nursing profession 
to do a more complete job of overhauling its 
assignment than has been done up to this time. 
As it takes on additional burdens and greater 
responsibilities in response to the demands of 
modern medical needs it must free itself of some 
of its less important tasks by turning them over 
to less highly trained personnel. Hospitals simply 
cannot afford to pay highly trained people to do 
ordinary tasks. They should pay for qualifica- 
tions that are necessary and used in the per- 
formance of given assignments. They should not 
pay for qualifications that are merely possessed, 
in those instances where such qualifications are 
not necessary and not used. 


Estimates of the proportion of what is thought 
of as the nursing load which might be carried by 
subsidiary workers vary from twenty to eighty 
per cent. The first figure probably is conserva- 
tive, the second may be somewhat optimistic. 
Regardless of these estimates, it seems quite ob- 
vious that the nursing profession has not relin- 
quished all that it could, if a real searching 
analysis of the situation were made. In too many 
instances our nursing groups have been loath to 
do this. The nurse aide, by any name that we 
choose to call her, is here to stay and her place 
in service to the hospitalized sick should be ac- 
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knowledged. Nurses as a group have labored for 
the recognition of their field of activity as a pro- 
fession but I am afraid they are retarding their 
full achievement of this ambition by insisting on 
the retention of tasks which can be performed 
satisfactorily by young women with even less than 
high school education. 


In May, 1940, a pamphlet entitled “Subsidiary 
Workers in the Care of the Sick” was published 
by a joint committee of the American Nurses’ 
Association, the National League of Nursing Edu- 
cation and the National Organization for Public 
Health Nursing. A course of six to nine months 
was suggested. Some sixty separate and distinct 
duties which might be performed by subsidiary 
workers are listed but of these twenty-six are not 
approved by the officers of the Private Duty Sec- 
tion of the American Nurses’ Association. There 
must be something about a bed bath that I do 
not understand because it never appears on any 
of these lists. 


I have talked with many nurses about the work 
of the nurse aide but when I reach the subject of 
the bed bath for any but the mildly ill, ambulatory 
patient the conversation always ceases abruptly. 
Nurse aides may bathe patients and babies in the 
home but in the hospital, where the job can be 
done with much less effort, prohibitions are in 
effect. The patient may be conducted to a shower 
or tub or sitz bath without prejudice yet statistics 
will prove that these are much more dangerous 
to life than the bed bath procedure. Since bed 
baths are a time consuming procedure for nurses 
and since they require only a modicum of skill 
why cannot they be included in the list of per- 
missive tasks for nurse aides? 


Another “noli me tangere” is the making of the 
bed with the patient in it or perhaps poised on 
one of the rails. If the nurse aide can be trusted 
to brush the crumbs out of a bed why not let her 
go all of the way and make the bed, especially in 
view of the fact that this is another time con- 
suming, not too difficult task? Then there is the 
matter of taking temperatures, a common place 
procedure in many homes today. Children in the 
grade schools do far more complicated work with 
graphic charts than that involved in plotting tem- 
perature, pulse, and respiration curves and record- 
ing fluid intake and output. 


I recently attended a meeting of hospital super- 
intendents and directresses of nursing. The sub- 
ject for discussion was the current and the im- 
pending greater shortage of nurses due to the 
preparedness program. Strangely enough the 
small hospitals in the smaller communities were 
the ones which were having the least amount of 
trouble on account of the shortage of nurses. The 
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reason was easy enough to discover. They had 
met the problem several years ago and had solved 
it by the use of nurse aides with the result that 
they seemed to be worrying very little about it 
now. The rural hospitals are from five to ten 
years ahead of the metropolitan institutions in 
this respect. 


The Role of Nurse Aides 


Where nurse aides have been used the super- 
vising nurses have spoken enthusiastically of 
their work. I have had letters from grateful 
patients making specific mention of the services 
of these employees. Medical staff members have 
acknowledged their splendid work. Where large 
groups of student nurses are rotated through the 
different departments of a hospital the nurse aides 
lend a certain amount of stability to the depart- 
ments which might otherwise be lacking. 


The fear has been expressed that nurse aides 
will go out into the community as practical nurses. 
Whether or not they do this depends upon the 
attitude of the hospital toward them. Perhaps 
some should be prepared to render home care. I 
believe that practicing physicians would welcome 
such assistance with cases of certain types. For 
the present, at least, I believe that these workers 
should be looked upon as employees, not as stu- 
dents. Hospitals have already had about enough 
experience with schools of large proportions. No 
effort need be made to establish well-rounded 
courses for these workers if they are on an em- 
ployee basis. They can be assigned to given 
stations where they will remain throughout their 
period of employment and become quite expert in 
the problems of their particular stations. They 
may be transferred to suit the needs and con- 
venience of the hospital. 


This does not mean that programs of instruction 
should not be formulated for nurse aides in the 
same sense that similar programs are instituted 
for other types of workers such as we find in the 
housekeeping and dietary departments. It would 
mean that regular classes would not be enrolled 
and graduated at the ends of prescribed periods 
of training to be sent into the field as has been 
the case in the training of nurses. The hospital 
Should employ only enough nurse aides to take 
care of the needs of the hospital and should pro- 
vide enough instruction to enable them to carry 
out their particular work assignments. The num- 
ber employed would have no reference to the 
development of a corps of workers to go out into 
the community or into other hospitals or into 
industry just as they reach the point of efficiency 
in the hospitals which employ them. No diplomas 
or certificates need be given to them. This pro- 
gram might sound a bit selfish but after all 
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hospitals must look out for their own interests 
and the interests of their patients. 


Definite lines of promotion can be established 
for these workers just as they are, or should be 
for other employees. Their experience would give 
them a very valuable knowledge of ward and hos- 
pital routine and would teach them to get along 
with people. From nurse aides to ward secre- 
taries, to clinic clerks in out-patient departments, 
to information clerks, to admitting clerks, etc., 
would not be impossible as lines of promotion if 
the original nurse aides were chosen with suffi- 
cient thought as to their future. One thing that 
is wrong in our hospitals is that we have not 
provided for the planting of seeds of hope in those 
who work for us. Everyone has a certain amount 
of ambition in his makeup and careful planning 
would enable us to provide something for our 
employees to reach out for, in the way of promo- 
tions as rewards for services well performed. 


A short time ago the legislature of the State 
of New York passed a bill providing for the recog- 
nition of two classes of nurses, the professional 
nurse and the practical nurse. This makes the 
recognition and training of the subsidiary group 
a matter of law instead of a matter of practice. 
Until a more satisfactory adjustment of this 
problem than now exists can be worked out I 
believe that the nursing profession will fare better 
and the hospitals likewise if the relationships and 
attitudes toward the subsidiary worker are based 
upon practical rather than legal considerations. 


Summary 


Certain readjustments in the nursing field seem 
inevitable in the light of developments of the last 
fifteen years. Nurses must continue to accept 
increasingly heavier responsibilities and to make 
room for them they must relinquish many of the 
less important tasks to which they now cling. 
These less important tasks can be handled by less 
highly trained people under proper supervision. 


Some measure of relief must be afforded to 
hospitals which are rapidly approaching the point 
where their services are being jeopardized by 
difficulties inherent in the shortage of nurses. 
Probably none of us are quite certain that we are 
ready to pioneer the development of another set 
of schools for-the training of subsidiary workers. 
There must be some instruction for these people 
just as there is for other employee groups but 
in the long run hospitals may be better off if they 
look upon and treat these subsidiary workers as 
employees, not as students. The future of hos- 
pitals and nursing will depend to no little extent 
upon how well this break with old traditions and 
practices is handled. 





Education for Hospital Trustees 


SAMUEL STEWART 


management, the trustees, in the final 

analysis are responsible for all acts com- 
mitted within their institutions; therefore, they 
are responsible for the type and quality of service 
rendered. And it is this service that governs the 
attitude of the public toward their hospital. The 
trustees have need for continuing education in in- 
stitutional management and the methods must be 
of a constructive and useful nature. In the pro- 
gram of this convention (New England Hospital 
Assembly) there has been established a real be- 
ginning which is a credit to this Association and 
a good example for other hospital associations to 
follow. 


A S WE understand the situation of hospital 


Need for Continuing Education for Trustees 


I personally feel that there is great need of fur- 
ther enlightenment among hospital trustees, and 
I am sure that I myself need this service. What- 
ever instruction the trustees may have had in the 
past in regard to general hospital problems has 
undoubtedly been beneficial. The main problem 
and responsibility of the trustees, however, is pro- 
viding means for the care of the sick. There are 
many factors and phases of trustee education that 
should be a part of every hospital convention pro- 
gram which should result in the advancement and 
usefulness of the trustees in their stewardship. 


Education is a matter of human relations 
whereby lines of communication are established 
not only for the benefit of the student but for the 
teacher as well. In this manner we chart our 
course to better understanding, and there is no 
place where intelligent understanding is so neces- 
sary as it is in the care of the sick. 


I am sure that it is definitely established in our 
minds that the responsibility of hospital manage- 
ment rests with the trustees, but are we quite so 
sure that all trustees have intelligently assumed 
this responsibility? This is a matter to mull over 
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with concern and consideration, and requires self- 
communion. We cannot be provincial in our atti- 
tude toward matters which affect the health of 
our people, or in the education of those who are 
entrusted with their care; so the process not only 
includes those who have actual care of the sick, 
but definitely includes the trustees who have the 
responsibility of seeing to it that scientific care 
may be available for all. Because of the rapid 
progress in medicine, continuing education is nec- 
essary in order to shorten the time between dis- 
covery of new procedures and their application in 
the sickroom. 


Trustees need to reconcile their relationship to 
the hospital with the activities the hospitals are 
required to undertake. In this reconciliation there 
are involved all the factors that promote the well- 
being of the sick. An interested and informed 
board of trustees is the best guarantee for a good 
hospital, not in any way interfering with the 
duties of the administrative staff nor detracting 
from its influence and usefulness, but rather by 
functioning in a more understanding manner, to 
the advantage of both the administrative staff and 
the sick. 


Hospitals are as complex as life itself. Prob- 
lems are both complex and simple—whichever way 
one chooses to approach them. In the first place, 
one has to have complete knowledge of any situ- 
ation if it is to be solved intelligently. If trustees 
sincerely desire to know more intimately about the 
various procedures in the care of the sick, this 
knowledge is theirs for the asking, right in their 
own hospitals. 


I have been and am very much interested in the 
matters of education, as they pertain to the en- 
tire hospital field, and although the medical, nurs- 
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ing, and technical staffs are given opportunities 
for postgraduate education in keeping with their 
skill, knowledge, and experience, it seems to me 
that the trustees have not taken advantage of the 
available opportunities for their own education. It 
may be that something should be done to help. 
The administrative executives are always striving 
for higher standards so essential if the hospitals 
are to keep pace with the scientific advance in 
medical and nursing care, and the trustees are 
rather insistent that this process be carried on. 
Then why should not the trustees strive to know 
more about the hospital procedures and the per- 
sonnel as well? 


For some time I have been stressing the need 
for better hospital education for trustees, particu- 
larly in relation to the sick, so it would seem rea- 
sonable to expect that I might have something of 
a tangible nature to suggest as to how this might 
be done within our own hospitals. I am going to 
tell you about a program which has been started 
in the hospital of which I am president. 


Trustee Education Within the Hospitals 


In the beginning of any new program of re- 
organization, it is necessary to first take an inven- 
tory of what we have before attempting to do 
anything about it. It is necessary that the trus- 
tees have an inventory of all procedures in hos- 
pital management so that they may better under- 
stand what they have, and then determine what 
they need to do. 


In the program for continuing education for the 
trustees instituted in our hospital, we make use 
of the regular meetings of the trustees, gauging 
the time of meeting so as not to interfere 
with business hours and evening engagements. 
We meet at the hospital the latter part of the 
afternoon, follow with a dinner, and then the pro- 
gram. We have with us at dinner the adminis- 
trative and department heads, which include the 
administrator, comptroller, chief physician, chief 
resident physician, roentgenologist, pathologist, 
superintendent of nurses and social service direc- 
tor. Some one of this personnel presents the sub- 
ject to be discussed, and others of the personnel 
explain their own connection with the particular 
procedure. 


This arrangement does three very important 
things: First, it gives to the trustees and the 
participating department heads an opportunity to 
become better acquainted; second, each depart- 
ment head learns by presenting the functions of 
his department to the trustees (governing body) 
because he must present his department in an 
understandable manner, and this method serves as 


May, 1941 











a review of his own organization and its inter- 
relationship with the other departments, thus fos- 
tering a better understanding of the services of 
each department, and tending toward improved 
and better correlated action; third, it gives to 
the trustees the important privilege of obtaining 
first-hand information so necessary for them to 
know, from those who do the work. 


A transcript is made of the proceedings of these 
meetings, and will be organized into a manual to 
be used as a ready reference book of information 
and instruction. There are many subjects that 
may be presented and discussed, and among them 
are the following: 


Relationship between the Business and Admitting 
Offices 

Admitting of the In-patient with the Various Pro- 
cedures Involved 

Education and Duties of the House Officers 

Education and Duties of the Pupil Nurse 

Relationship of Roentgenologist to Care of Patient 

Relationship of Pathologist to Care of Patient 

Part the Social Service Director Plays in Hospital 
Procedures 

Function of Superintendent of Nurses in Education 
and Nursing Care 

Place of Dietitian in Hospital Organization 

Activities of Out-Patient Department 

Medical Library 

Teaching Clinics in Postgraduate Education 

Hospital Extension Service—Method of Operation 
and Value 

Continuing Education 


It is not our intention that these joint meetings 
become controversial—the objective being to en- 
lighten the trustees by this form of continuing 
education as to what is actually being done, with 
no idea of dealing with what has happened in the 
past; or in other words, an inventory of proce- 
dures. These meetings are not only educational, 
but are socially enjoyable as well, and I sincerely 
believe that this method of trustee education is 
constructive and beneficial, and its adaptation in 
some form is applicable to any hospital, irrespec- 
tive of its size. 


Responsibility for Personnel Development 


In the continuing education program the trus- 
tees of the voluntary hospitals have a great re- 
sponsibility, because the medical, nursing, and 
technical staffs cannot easily keep abreast with 
the rapid advance in medical science without as- 
sistance. By intelligently dealing with the educa- 
tional program, the trustees themselves will also 
benefit to a very great degree. In assuming this 
responsibility for continuing education the trus- 
tees must make available scholarships and fel- 
lowships for the physicians, nurses in responsible 


‘positions, and technicians, through the medium of 
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medical center hospitals and foundations, and like- 
wise through the opportunity of refresher courses 
that are available to them. 


There are two contributions in particular trus- 
tees may make to give further means of education 
to the medical board of their hospital, and they 
are teaching clinics and a medical library, and 
again I use our own hospital’s experience in say- 
ing something about these. 


For ten years, under the guidance and advisory 
assistance of prominent professors of medicine of 
Boston, our teaching clinic committee has func- 
tioned and there have come to our hospital 
through this channel many of the outstanding 
medical men, not only of Boston and New Eng- 
land, but of other parts of the country. They have 
brought to the physicians of our community the 
opportunity for continuing education by means of 
case presentations, ward walks, round-table dis- 
cussions, and evening lecture—all with an ines- 
timable value not only to our own physicians, but 
to all other physicians who wish to attend. This 
is a phase of continuing education that you can 
institute in your individual hospital or in groups 
of hospitals, which, together with periodic clin- 
ical conferences of your own staff, add much to 
the scientific care of the sick. During this period 
the Board of Directors has allotted annually $1000 
for postgraduate teaching clinics. 


The other means of education is the medical 
library, and I quote in the beginning from the 
words of the late Dr. Harvey Cushing on this 
subject: 


“The soul of an institution that has any 
pretense to learning, comes to reside in its 
library ; and no less may one gauge the qual- 
ity of a medical school, of a hospital, of a lab- 
oratory, of the individual doctor himself, than 
by the condition of its library.” 


It may be that the above-quoted words of a 
great practitioner and our own desire had some 
bearing upon the type of medical library estab- 
lished in our hospital a few years ago, known as 
the “Frederic Henry Gerrish Memorial Library,” 
and brought about in collaboration with the Bing- 
ham Associates Fund. This library, with its large 
number of reference medical books, periodicals, 
and thousands of reprints, is available to all mem- 


bers of the Maine Medical Association; and the 
periodicals and reprints, through use of the mails, 
are sent to every part of the State on a borrowing 
basis. 


Conclusion 


What has transpired at this meeting will be an 
inspiration to all those who are interested and 
have a desire to formulate a continuing education 
program among the trustees, as well as among 
others who serve in the care of the sick. I am 
confident that this desire is with you, and I hope 
that the program that has been presented here 
will stimulate this desire to a point of enthusiasm. 


The establishing and developing of the volun- 
tary hospital system in our country is one of the 
great achievements in American history. We 
might well wonder what will happen when the 
trustees of the hospitals take a more active part 
in the health problem and in continuing educa- 
tion itself. I am not telling you anything you do 
not already know when I say the changing pic- 
ture of our national life is reflected in the atti- 
tude of the Federal Government toward the social 
and economic problems of our country, and into 
this changing picture enters the care of the sick, 
in which our voluntary hospitals are deeply con- 
cerned. If the voluntary hospitals will always 
keep abreast with medical science and make these 
services available to all the people, then the pres- 
ent form of medical practice, as it pertains to the 
voluntary hospitals and to the physicians, can con- 
tinue for years to come. 


The future problem of maintaining and stabiliz- 
ing our voluntary hospital system depends upon 
the attitude, interest, and participation of the 
trustees in all matters affecting the care of the 
sick as well as in matters of a general nature. 
The trustees must make an honest-to-goodness 
effort to do all those things they stand for as they 
relate to the practice and continuing education of 
others, and make the process a real educational 
program for trustees as well. “The light in the 
window” is our guide to progress, and I believe 
that, through understanding and good will, 
greater progress will come to our hospitals when 
the trustees, the personnel, and the public better 
understand what our hospitals have to offer and 
the manner in which it is done. 
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The Medical Staff of the Small Hospital 


CHARLES E. SLAGLE, M.D. 


the present time, is limited to one insti- 

tution. As to whether the staff could be 
specialized to any extent in this particular in- 
stitution in its present surroundings, I am firmly 
convinced that it could not be done. After mak- 
ing this assertion, I realize that I am not in a 
position to offer any suggestion, but only in a 
position to provide excuses for taking this atti- 
tude. 


That you may have something of a mental 
picture of the hospital with which I am connected 
let me say this about it. The hospital has always 
been. a general institution. It has always been 
supported by general practitioners. It has eighty 
beds, housed in a very fine modern building. It 
has a fine pediatric department, pathological 
laboratory, obstetric department, chemical labora- 
tory, x-ray laboratory, surgical department, 
training school for nurses and a fine nurses’ home. 
It has always been under the management of 
Sisters. It is fully recognized by the American 
College of Surgeons. It has been in operation for 
31 years. It is in a city of 6000 people, sur- 
rounded by rural community, not too prosperous. 


¥ EXPERIENCE, from its beginning to 


For a hospital of this type to thrive, it must 
have complete cooperation between the general 
practitioner and the management. Because of 
the “sensitivity” of the doctor, this is a very hard 
thing to maintain. This matter of sensitivity 
among doctors is a changeable complex. Regard- 
less of whatever rules and regulations the man- 
agement may make, this factor of sensitivity 
among the doctors must not be minimized. 


The General Practitioner 


I realize that doctors are just ordinary individ- 
uals, but, with some reservations. The general 
practitioner is proud of his clientele. He is proud 
of his methods of treatment, and these things 
are always commendable. In return his clientele 
is proud of him and his methods. The admiration 
between the general practitioner and his clientele 
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is mutual. He is the general advisor for the 
family and he displays quantities of human in- 
terest before his patients. His clientele is his 
asset. He guards it like a bear guards her young. 
You can readily see that he is strongly entrenched 
in his advantageous position. Having acquired it, 
he is not going to be made to surrender any of 
his patients to any other doctor without excellent 
reasons or something coming back in return. 


There is still some superstition regarding medi- 
cine among the laity. Medicine cannot yet be 
considered an exact science. It often needs a dash 
of superstition to make it work. The general 
practitioner has these advantages and these quali- 
fications and he is very much inclined to retain 
and to use them. I am very well aware of the 
possibilities, and the fact that the referring of 
cases in the ordinary general hospital is very 
conducive to commercialism and to the division 
of fees. 


For these reasons I think that any specializa- 
tion of the staff in a general hospital supported 
by general practitioners, would, as a rule have to 
be flexible enough, and frictionless to the extent 
that it could not irritate the sensitive complex of 
the doctors. I think friction would arise just as 
soon as it passes beyond the point of being abso- 
lutely voluntary on the part of the doctor. Such 
an effort in our hospital a few years ago became 
almost disastrous before it really started. 


Extending Hospital Privileges to Outside Doctors 


The matter of extending the privileges of the 
hospital to outside doctors, seems also to be a 
potential source of trouble. This was tried in our 
hospital, too, and it caused much dissatisfaction. 
Conditions, however, are rapidly changing. With 
the improvement in transportation facilities, and 
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the towns not too remote, the doctors are brought 
much nearer to the hospital, than in former years. 
Daily attendance at the hospital is a possibility 
from a much wider area. It would seem that un- 
der certain conditions, this courtesy to outside 
doctors should be extended. Perhaps if a doctor 
can, under ordinary circumstances, make daily 
contact with his patients at the hospital, if he 
can be reasonably sure of being available and 
subject to call at any time, then it seems he should 
be given some consideration along this line. This 
privilege must necessarily be given with some 
provisions. He should first qualify and become 
a regular member of the staff. He should confer 
with a local doctor on his cases, to the extent 
that the patient will receive attention at any time 
he finds it impossible to get to the hospital him- 
self. Counsel should be had on all cases of a 
serious nature, on entering the hospital, that both 
doctors may become familiar with the nature 
and treatment of the case. Should his immediate 
attention not be available the consulting doctor 
should have authority to take charge of the case. 
This arrangement with a consulting doctor must 
be more or less permanent and should be thor- 
oughly understood by the hospital management. 


I think these privileges should be extended to 
the outside doctor as far as is consistent, because 
he needs hospital facilities and if he can not 
acquire them himself he becomes a potential fee 
splitter with someone, not always available in the 
hospital. 


Clinical Review in the Small Hospital 


Perhaps one of the weakest facilities in the 
management of small hospitals is the clinical 
review of the work of the medical staff. This 
might even be an argument in favor of a special- 
ized staff. In the first place, the review and 
analysis of the work must be subjected only to 
constructive criticism, in the general staff meeting 
and by the general staff. 


Treatment among general practitioners has a 
very wide variation. Each general practitioner 
thinks quite well of his own treatment. Precau- 
tion is very much necessary to avoid dissension. 
The plan that has given us the most satisfaction. 
but by no means ideal, is the reports made by 
the doctors at our monthly staff meetings. Each 
death occurring in the hospital during the previ- 
ous month is reported by the attending doctor. 
He gives the history of the case, his diagnosis, 
complications, treatment, the patient’s response to 
treatment and a general review of the case. 


At each staff meeting, in addition to the above, 
two doetors are assigned to report a case each 
that has been treated in the hospital, giving the 
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history, diagnosis, treatment, results and prog- 
nosis. In the same meeting one doctor is assigned 
to read a paper on some medical or surgical sub- 
ject. 


These programs are made up at the beginning 
of the year, by the management of the hospital 
and are intended to include all the doctors during 
the year. 


Each department in the hospital has a Sister 
assigned to see that the records are kept up to 
date with full reports of treatment by the nurses, 
It seems that with this method we have avoided 
entirely any dissension arising from criticism. 
Even though many questions are asked, they are 
generally answered with good intentions. 


In the course of a year we get a rather com- 
prehensive review of a number of the selected 
cases treated in the hospital. Interest does not 
lag in these reports, because the doctor selects 
his own cases and describes them after his own 
manner. His management of the case is not sub- 
jected to scrutiny or to criticism by anyone in 
the hospital. 


Keeping Surgery on a High Plane 


The problem of keeping surgery under control 
and on a high plane of efficiency in a small hos- 
pital meets the same difficulties as it does in the 
large hospitals. I once heard a very noted surgeon 
say to a large audience of surgeons that a much 
too high percentage of surgery done in this coun- 
try was more or less useless. Perhaps a thing 
can be so universally practiced that it ceases to be 
acrime. I think, however, that almost all surgical 
cases are done with good intentions. 


I also think that the opportunity for commer- 
cialism and fee divisions increases with the re- 
ferring of cases. It is hard to regulate because 
doctors who usually have first hand information, 
do not want to offend their neighbor doctors. The 
hospital management does not want to interfere 
because it causes dissension, and the public in 
general, as a rule, does not care. Commercial 
surgery and fee splitting are, in themselves, of 
such a low type of professionalism that ene may 
usually predict they will destroy themselves in 
due time. The trouble is they do so much damage 
before they soil their own nest, to the point of 
destruction. I think the future of many fine 
young graduates is spoiled by the inducements 
put in their way by some commercializer and fee 
splitter. I do not think these conditions can be 
completely overcome by direct enforcement. | 
think it needs indirect influences in addition. 


Every young doctor has a desire to belong to 
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good societies. Every candidate for membership 
in these societies should be scanned with the most 
scrutinizing eye, far more than it has been in the 
past. These same socizties, by the same token, 
should offer inducements to the prospective young 
doctor who shows fine professional qualifications. 
Fee splitting is not necessarily confined to ex- 
change of money. 


It seems to me that members of societies some- 
times sponsor a candidate for membership, when 
his only qualifications apparently are that he re- 
fers cases to them. Membership in the society 
is part of his reward. Too often the man on the 
inside offers the inducement. The man on the 
outside has the renumeration to offer. The man 
on the outside shows only poor professional and 








business judgment. The man on the inside vio- 
lates a most solemn obligation—only one of many 
ramifications. 


I am still of the opinion that the higher planes 
of surgery will only be reached when good so- 
cieties refuse membership to the questionable 
candidates, when they will offer inducements to 
the finer professional types, when the higher ups 
will quit putting forth the inducements that be- 
tray their trust, and when they will offer a good 
clean guiding hand to lead the other fellow in 
the right way. 


Let us not chastise the young man too much. 
He cannot commercialize in surgery without 
someone with whom to commercialize. He cannot 
split fees alone. 
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Vacation Travel in Canada 


Epitor’s Note: Many hospital people are planning their summer vacations. No vacation could be more delightful than 
one spent in Canada. This letter from Dr. G. Harvey Agnew is a further evidence of the welcome which cur vacationists 
will receive in the friendly country across our northern border. 


Toronto, Canada 
April 22, 1941 


Dr. Bert W. Caldwell, Editor, 
“Hospitals” 

18 East Division Street, 
Chicago, Illinois. 


Dear Doctor Caldwell: 


With the approach of the vacation season the 
Canadian friends of your many readers in the 
United States are most anxious that the facts re- 
lating to vacation travel in Canada should be 
known. Unfortunately, there has been consider- 
able misstatement and distortion of fact, these 
rumors being spread in part at least by those anti- 
democratic sympathizers who endeavor to aid Nazi 
war aims by trying to keep our two nations apart. 


The American who desires to vacation in Can- 
ada as of yore can do so without the slightest ap- 
prehension. Naturally, he and his family would be 
expected to carry papers to indicate that he is an 
American citizen. This is more to facilitate his 
return across the border than to permit entry into 
Canada. He can bring what money he wishes with 
him, enjoy spending it at a 10 per cent premium 
and take back whatever he doesn’t spend. There 
1s no rationing and no Gestapo. Provided he doesn’t 
Specialize in subjects of military significance, he 
can photograph whatever he pleases. 


It has been true that Canadians have not been 
allowed to travel to the United States for pleasure 
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jaunts; one must have a definite business, educa- 
tional or health reason for going. Provided there 
be such a reason, Canadians can cross the border 
at any time. Hospital conventions rank as educa- 
tion. For this control of unnecessary expenditure 
there is a sound reason, the logic of which should 
be apparent to every American. Canada has been 
spending $60,000,000 monthly (in U. 8. funds) in 
the United States, in large part spent on war ma- 
terials. Return spending in Canada has been but 
$35,000,000 a month. This has meant an annual 
deficit for us on United States trade alone of 
$300,000,000 per year almost entirely due to the 
war. This year we are spending one-half of our 
entire national income on the war effort! During 
the next year Canada expects to send $1,500,000,- 
000 worth of munitions, raw materials, etc., to 
Great Britain; it is anticipated that the deficit in 
payments by Great Britain to Canada over this 
same period will be $1,150,000,000. Canada must 
conserve its purchasing power for the sinews of 
war—hence these restrictions. Every dollar spent 
in Canada by American tourists eventually goes 
back to the United States for planes and other 
badly needed war material. 


The welcome “Hyde Park” agreement should 
ease this financial situation and more closely 
cement our two countries. Meanwhile our doors 
are open to you from coast to coast with a wel- 
come sign on every doormat. 


Yours sincerely, 


Harvey Agnew, M.D. 
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The Contribution of Branded Merchandise 


to the Patient's Recovery 


~ LAWRENCE DAVIS 


sociation, you are playing an important 

part in the evolution of hospital adminis- 
tration that is taking place. You have a two-fold 
job to do. First, to learn from papers and discus- 
sions ways and means of improving the adminis- 
tration of your institution by such adjuncts as 
modernized medical and surgical technics, im- 
proved nursing service, modern dietetics, better 
accounting systems, more humane understanding 
of patient needs, and so on ad infinitum, to the 
end that your time and resources may be better 
devoted to the service of the patient; second, to 
study on the exhibit floor new outstanding con- 
tributions in equipment and supplies made by in- 
dustry to the successful operation of your hospital 
and to the ultimate better care of your patients. 


' S A member of Southeastern Hospital As- 


Obviously the chance to see new pieces of equip- 
ment or items of supply in actual physical form, 
to hear their uses explained to you, is far better 
than catalog illustrations, photos, folders, or an 
enthusiastic story by a salesman. Incidentally, 
many firms have their engineers, specialists, and 
executives from headquarters at your convention. 
This is your opportunity to take a postgraduate 
course in the study of the offerings of industry. 
It is important to budget your time so you can go 
back home feeling that you have successfully com- 
pleted both parts of an important assignment. If 
your trustees or officers are here with you, it is 
important that they, too, devote a portion of their 
time to the study and inspection of exhibits for 
after all they do hold the purse strings. 


We are exhibiting here for a selfish reason. We 
believe we build good will for the future for our 
separate companies. 


Our Hospital Industries Association executives 
have spoken before other hospital groups, Ameri- 
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can Hospital Association, Catholic Hospital Asso- 
ciation, Tri-State, New England, Western, and now 
the Southeastern Conference. It is my hope that 
Hospital Industries Association through the 
medium of this speaker may make some modest 
contribution to the success of this conference. 


Cooperation of Manufacturers and Hospitals 


Hospital Industries Association is composed of 
107 companies selling service, equipment, and sup- 
plies to the United States and Canada either 
through direct sales organizations or through 
local accredited hospital supply houses. Indi- 
vidually and as an association they have kept pace 
with the evolution of improved hospital practices. 
In many cases they have set the pace on develop- 
ment of improvements. Our membership has de- 
voted countless dollars and countless hours to the 
improvement of equipment and supplies which 
they sell to hospitals. It has been conservatively 
estimated that our membership represents 2500 
experience years in performing cooperatively 
with hospitals for the invention, development, or 
improvement of products. Our members spend— 
and again the estimate is conservative—one and 
three-quarters million dollars annually in research. 
Distinguished scientists, professional men and 
women, and engineers make up the research de- 
partments of the individual companies. 


It is the purpose of the individual manufacturer 
to cooperate closely with hospital administrators, 
the surgical and medical professions, in finding 
the answer to hospital needs as they develop. On 
this cooperative activity new products, new equip- 
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ment are made possible to hospitals. Through co- 
operation our members can determine how great 
is the need for a new item, whether the item must 
be a de luxe model or simply practical, whether 
the article or item has a national use, what is a 
fair price, etc. Obviously, the manufacturer is in 
business for a reasonable and legitimate profit. In 
that respect, members of our association differ 
from members of your association. But without 
the opportunity for profit, the individual manu- 
facturer could not endure. Research, investment, 
machinery, men and methods have combined in 
the development of tangible things which have 
made it possible over a period of years for you to 
operate your hospital more economically or buy 
improved merchandise at greatly reduced cost due 
to volume production, or buy new devices at prices 
you can afford to pay. The end results of your 
work as hospital administrators are therefore 
more successful. Manufacturers in our member- 
ship are proud of their names, their merchandise 
and trade marks. 


Speaking of trade marks and branded merchan- 
dise, let us consider this thought briefly. 


When a baby is born in your hospital, you im- 
mediately place a trade mark on him—a necklace, 
piece of adhesive, foot and hand print him, or use 
some other identifying device so that the baby 
may be identified as belonging to Mr. and Mrs. 
John. Public. 


When you were born, your fond parents put a 
trade mark on you by the route of a first name. 
It was Mary, Minnie, David or Joe. Why? Because 
they wanted a clear distinction between their bril- 
liant offspring and all those other boys and girls 
who never could become President. They were 
proud of their child, sure he would become a great 
success in the world. That name given you by your 
parents stays with you to the end. It is a trade 
mark that distinguishes you as a “being” different 
from others in appearance, character and abilities. 


Care of Patient the Hospital Trade Mark 


Your hospital has a trade mark, too. The group 
that organized it gave it a name to distinguish it 
from others, to identify it to the hospital public 
as representing the ultimate in the care of the 
patient in your community. Everything you do as 
administrator, every decision your executives and 
trustees make, every dollar you spend in improve- 
ment—everything is done to uphold the fair name 
of your hospital, establish confidence in the per- 
sonnel and performance of your hospital. Basically 
you are selling your wares just as is the manufac- 
turer even though the method may be different. 
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Significance of Manufacturers’ Trade Marks 


Manufacturers organize with a company name, 
start to manufacture merchandise. They are proud 
of that merchandise because it performs perfectly 
the function for which it is intended. They place 
a trade mark on the product or line of products 
because they want their individual product to be 
clearly identified as theirs and to make it possible 
for the user to distinguish clearly between their 
product and the products of other manufacturers. 
They devote years of study, research, and large 
sums of money to reach perfection in this prod- 
uct. After it has been tested in clinical use, ap- 
proved by medical and hospital consultants, the 
product is placed on the market at a price which 
appears to be equitable to the hospital and to 
offer a reasonable profit to the manufacturer. The 
praises of this trade marked product are sung 
by enthusiastic salesmen who know that it has 
been developed as an aid to the hospital in the 
better care of the patient. The product is sold 
and put into active use in several hospitals. Its 
actual performance is closely checked by the sci- 
entific department and engineers to see that it 
does perform properly. You come to a conven- 
tion. You see this new product on the floor. You 
hear it described. You buy it. You feel in its 
purchase that you are doing business with a re- 
liable outfit, that you are looking to the better 
care of your patient in making its purchase. You 
know you will get value received because you know 
that there is “no tampering with quality” in this 
piece of equipment that is so intimately associ- 
ated with the patient’s recovery. 


You know, too, that over a period of years man- 
ufacturers of brand-name equipment have made a 
notable contribution to hospitals and improved 
care of the patient. If you should not quite agree 
with this statement, think for a moment of how 
you would hate to go back to the dark ages of a 
quarter century ago. Just imagine how loud the 
cry would be from Dan to Beersheba if, for ex- 
ample, when you returned to your hospital you 
discovered that it was equipped with the supplies 
and equipment of 25 years ago. Such an experi- 
ence would point clearly to you the great signifi- 
cance of the contribution of manufacturers of 
branded merchandise to hospital operation. 


The Catholic Hospital Association in celebrat- 
ing its twenty-fifth anniversary last year did a 
very unusual and interesting thing. They showed 
a “then and now” exhibit. Manufacturers placed 
in exhibit their products as actually used by hos- 
pitals 25 years ago, and along side of them the 
same or improved products used in 1940. In ma- 
jority of cases the same brand name identified the 
“then” item as against the “now” item. 
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Buying with Discrimination 


We ask you without hesitation, that you spend 
the dollars of your hospital for products of known 
quality with well-known and high caliber com- 
panies, this of course on the basis that quality and 
service are equal or better than other offerings, 
and certainly quality is demonstrable if standards 
are known. At this point it is interesting to note 
that the merchandise of many member companies 
as delivered to you at your hospital actually ex- 
ceeds the minimum requirements as set up in 
many cases by Government agencies. 


We urge you to continue to patronize those 
firms that have continuously and over a period 
of years revolutionized hospital practice and pro- 
cedure by their scientific contributions to success- 
ful hospital operation. Such firms are here today, 
were here yesterday and will be here for many 
tomorrows. We ask you to determine for your- 
self just what is a “good buy.” Remember it is 
not what you pay but what you get for what you 
pay that determines whether or not you have made 
a bargain. Will your purchase perform properly ? 
What is the replacement rate? What are the rela- 
tive upkeep costs? Is service readily available? 


The Value of Fair Competition 


You do business with an established manufac- 
turer of branded merchandise because you believe 
in the integrity of the house and the fair dealing 
of the individual salesman who contacts you and 
the fidelity of the merchandise. You are sure 
that such manufacturers are always looking to 
your interest and to the welfare of your patient in 
all of their study, research, and control of quality. 


Do not think for a minute that any Hospital 
Industries Association member is afraid of com- 
petition. Actually some of the keenest compe- 
tition exists between member companies in the 
same branch of industry inside our association. 
Such keen competition is your assurance of the 
continued energy of alert minds and currently new 
products and practices for hospitals and, of course, 
competitive pricing. 


Let us be frank. We as commercial houses can- 
not get along without you, nor can you as indi- 
vidual hospitals get along without us. We urge 
you to be responsible to your patient to whom you 
have said, “We will give you every possible care 
to assist you to get back to health,” and to sup- 
port this slogan “No tampering with quality on any 
item that has to do with the patient’s recovery.” 
Yet it is a well-known fact that for a minimum 
investment and a minimum of application of 
brains and imagination, a copy of almost any- 
thing can be produced. Such an item may be 
offered to you at apparently very attractive prices. 
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But what you are most concerned with is the per- 
formance of the article as it has to do with the 
care of the patient. It is your problem to deter- 
mine for each purchase the degree of quality that 
must be obtained to maintain a high standard of 
hospital care. Some equipment and supplies must 
be the very best and most costly. In the purchase 
of other items, wise economies may safely be 
made. But we challenge you as a hospital asso- 
ciation to support the principle that there must 
be “no tampering with quality.” 


Here is an alternative. Perhaps hospitals would 
prefer that manufacturers discontinue active re- 
search, discharge scientists, engineers, techni- 
cians and go into volume production on equipment 
or supplies that just get by, that can be delivered 
at a low cost, without much regard for its length 
of service or its practicability and certainly with- 
out thought for that all important person “the 
patient.” Iam sure no one in this room would say 
“ves” to this alternative. So let us say that Hos- 
pital Industries Association members will con- 
tinue to be alert, imaginative, research-minded, 
will continue to cooperate intelligently with hos- 
pitals and the professions, will continue to de- 
velop new ideas, equipment, supplies that will 
smooth the way of the administrator and patient 
alike. But again, we urge you to support such 
of our member companies as your good judgment 
will dictate. 


You would not for a minute think of buying a 
new automobile which was an exact duplicate of, 
let us say, a General Motors car, but made by 
somebody you had never heard of, who is in busi- 
ness to secure a temporary advantage, who had 
no major investment in physical equipment and 
who had made no contribution to automotive de- 
velopment, and who may be out of business to- 
morrow. The same would apply to toothpaste, 
radios, or hosiery. On the other hand, we all 
agree that you must secure the best possible prices 
on brand name merchandise—quality and service 
considered. In making such purchases you are 
dealing with an enduring responsible organization 
and an understanding management. In case of 
disagreement, adjustments are made on mutual 
satisfactory basis. 


A study of annual report of any hospital shows 
conclusively that buying takes a very important 
percentage of your hospital dollars. Buying is 
an important function of the executives of your 
hospital. Intelligent selective, careful buying is 
one way to conserve your precious cash without 
in any way reducing the hospital’s effectiveness in 
the care of the patient. As a group, Hospital In- 
dustries Association and its individual members 
can advise you wisely. We are close to primary 
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markets, and quick to see economic trends. Please 





look on our field representatives as friendly, help- 
ful business acquaintances ready to serve. 


Buying in the Defense Emergency 


A word or two about the present defense emer- 
gency. It is more gratifying to know that hos- 
pitals, even some which have temporarily left the 
fold of branded merchandise to pick up bargain 
merchandise, so-called, basically believe in com- 
panies manufacturing branded merchandise. They 
are happy to come home once more to those manu- 
facturers who are firmly established. Right now 
they are asking for help. Our membership right 
now is being contacted by air mail, telephone, and 
personal calls by hospitals of all types in all parts 
of the United States of America. The question 
most frequently asked and which is giving great- 
est concern to hospitals is this: “What provision, 
in this defense emergency, is the Government 
making to insure steady flow of merchandise and 
equipment to hospitals to provide adequate care 
for the civilian sick?” 


Again let:-me digress for a moment or two, to 
mention a few of the obvious problems facing 
hospitals and I do not now refer to the probable 
scarcity of nurses, students, interns, staff physi- 
cians and surgeons. These problems are of great 
concern to the officers of national and sectional 
associations, as well as to the individual hospital. 
It is pretty clear that the manufacturer has an 
urgent desire to care for his legitimate steady 
hospital accounts. But as manufacturers we will 
be facing some serious and major upsets within 
the realm of labor and even in the scientific and 
engineering fields, as well as in the white collar 
groups. You cannot disrupt the industrial and 
civilian population, first by draft, second by heavy 
employment in defense industries without draw- 
ing on laborers and employers of non-defense in- 
dustries to fill up the complement of required 
workers for defense purposes. 


Hospitals as well as industry will suffer as a 
result of shifting labor. High wages in defense 
industries will attract both skilled and unskilled 
labor, clerks, and technicians. Replacements will 
grow scarcer and they will be of doubtful abilities. 


Priorities 
New priorities in many lines will be made ef- 
fective beyond those now in existence. Some in- 
dustries supplying as they do consumer merchan- 
dise, defense articles and surgical supplies and 
equipment for the Army and Navy will be seri- 
ously affected. The Government defense and lend- 


lease program is creating a tremendous demand 
for specialized merchandise. Consumer goods are 
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also increasing in demand as a result of increased 
payrolls. There will be more consumer spending 
dollars. Prices will be higher. Definitely com- 
petition for most everything that is manufac- 
tured, whether or not for hospitals, is increasing 
all the time. 


Errors That Hospitals Should Avoid 


But what of hospitals? Many administrators 
remembering the scarcity of supplies and equip- 
ment of the World War No. I days, already have 
the jitters, are going actively into competition 
with each other for goods ordered way beyond 
reasonable inventory needs, beyond storage facil- 
ities and ability to pay, thereby putting a further 
speculative stimulus on production and helping to 
create more bottle necks, more confusion, higher 
prices. Naturally, hospital administrators can- 
not be expected to sit back in their easy chairs 
happy in the assurance that “the Lord will pro- 
vide.” However, we urge the adoption of a rea- 
sonable viewpoint towards placing excessive or- 
ders at this time. You have the assurance of 
Hospital Industries Association and your own sec- 
tional hospital associations that everything that 
can be done will be done to insure a steady flow 
of wanted equipment and goods. A committee 
from Hospital Industries Association has been ap- 
pointed to work with similar committees in hos- 
pital associations to the end that information as 
fast as it can be secured will be passed along to 
individual hospitals through officers of the asso- 
ciations and even through field representatives of 
Hospital Industries Association. 


I have just received from the Surgeon General’s 
office a letter which I feel sure is reassuring. I 
have the Colonel’s permission to read this to you. 


“Dear Mr. Davis: 


“Receipt is acknowledged of your letter of recent 
date in which you request information as to the steps 
being taken towards provision of medical supplies for 
civilian needs. 


“In all planning since 1924 when the Office of The 
Assistant Secretary of War was first organized for a 
study of all procurement in time of National Emer- 
gency, the requirements of civilian population were in- 
cluded in such plans. These plans, although not adopted 
in toto, were followed when the National Defense Ad- 
visory Commission, and later the Office of Production 
Management, were formed. The Surgeon General of 
the Army has repeatedly informed these bodies that 
medical and surgical supplies must be available for all 
requiring services, or the health of the country will 
suffer. 


“The Office of Production Management has had this 
subject under study for several weeks. They started 
with x-ray tubes and machines. and expect soon to 
cover the subject of sterilizers and then other products 
as the occasion demands and the difficulties arise. For 
certain items, such as drugs, surgical dressings, and 
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other, commercial items produced in large quantities, 
no difficulty is anticipated providing, of course, the 
item is not imported. The production of surgical in- 
struments has expanded to such an extent that soon 
the hospitals will again be able to secure their needs. 


“I might further add that although some difficulty is 
being evidenced at this time in securing raw and con- — 
tributory materials, these bottlenecks are expected to 
diminish by midsummer. I do not believe that the 
civilian requirements will be neglected in future con- 
siderations providing there is no evidence of hoarding 
and speculation. I hope that this is the information 
you desire. 


“With kindest regards, I am 
“Very truly yours, 
“C. F. Shook, 
Lieut. Colonel, Medical Corps.” 


That letter contains something in the nature of 
a warning and something of assurance. It indi- 
cates a cooperative position on the part of the 
Government agencies in regard to the care of the 
civilian sick. 


Hospital Industries Association is alert to the 
needs of hospitals and gives renewed assurance 
that everything that can be done to insure the 
flow of branded merchandise to hospitals will be 
done. Regardless of the national emergency, our 
first objective is to find ways and means of help- 
ing our hospital friends care for “the patient.” 
That goes for these times of emergency just as 
in the past when there was no disruption on the 
economic business horizon. 





Mid-West Institute for Hospital 
Administrators 


The Mid-West Institute for Hospital Adminis- 
trators will be held at the University of Colorado 
School of Medicine and Hospitals, Denver, Colo- 
rado, July 7-18. 


The Institute is sponsored by the American Col- 
lege of Hospital Administrators and the Mid-West 
Hospital Association, in cooperation with the Uni- 
versity of Colorado. The faculty of the Institute 
consists of Dr. Arthur C. Bachmeyer, who lectures 
on the subjects of “Hospital Organization and 
Principles,” “Nursing Organization,” ‘Commu- 
nity Relations”; Dr. B. W. Black, who lectures on 
“Mechanized Plant and Equipment,” “Purchasing 
Problems,” “Hospital Administrator’s Program of 
Education,” “Group Hospitalization and Hospital 
Finances”; James A. Hamilton, who lectures on 
“Business Office Organization,” ‘Uniform Ac- 
counting Systems,” “Admitting Office Procedure,” 
‘Personnel Management”; and Dr. Malcolm T. 
MacEachern, who lectures on ‘‘Medical Staff Rela- 
tions, ” “Records and Record Room Organiza- 
tion,” and “Hospital Ethics and Hospital Com- 
petition.” 


Five days in each week will be given over to 
luncheon round table sessions, each lecturer con- 
ducting two sessions and one session to be con- 
ducted by Walter G. Christie, superintendent of 
Presbyterian Hospital, Denver, Colorado. 


Various hospitals in the metropolitan area of 
Denver will conduct demonstrations, and there will 
be various field trips arranged for the student 
body. 


The Committee on Arrangements for the Insti- 
tute consists of Dr. Maurice H. Rees, chairman, 
dean of the University of Colorado School of 
Medicine and superintendent of Colorado Gen- 
eral and Psychopathic Hospitals; Frank J. Wal- 
ter, secretary, superintendent of St. Luke’s Hos- 
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pital; Hubert W. Hughes, associate secretary, 
business manager of St. Anthony’s Hospital; and 
Gerhard Hartman, executive secretary of the 
American College of Hospital Administrators. 





Margaret Hague Maternity Hospital 


One of the largest maternity hospitals in the 
world will be dedicated late in May. The Margaret 
Hague Maternity Hospital, Jersey City, New Jer- 
sey, was opened October 12, 1931. It was a seven- 
story structure, but today the two additional 
wings rise fifteen-stories in height and will ac- 
commodate a minimum of 450 patients. The new 
units will cost, when completed, $5,000,000, and 
will be a division of Jersey City’s great Medical 
Center of which Dr. George O’Hanlon is admin- 
istrator. 


The new hospital will be equipped with the 
latest scientific facilities for the diagnosis, care 
and treatment of maternity cases. The research 
department will be especially featured and the 
entire institution will be dedicated to the care of 
patients unable to pay for hospital care. 


The institution is named in honor of Mrs. Mar- 
garet Hague, the mother of James Hague, one of 
Jersey City’s prominent citizens. 





Dr. Albert G. Engelbach 


The Director of Cambridge Hospital, Dr. Albert 
G. Engelbach, has been elected Grand Prytan of 
Theta Kappa Psi, Medical Fraternity. For ten 
years he has served the Fraternity as Grand Re- 
corder and Bursar, and when he retired from that 
high office was unanimously promoted to the office 
of Grand Prytan, the Fraternity’s Chief Officer. 


He is still a bachelor, for which he deserves 
small credit and no honor. His chances for re- 
maining a bachelor are greatly enhanced through 
his election to the office of Grand Prytan. 
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Public Relations During an Emergency 


J. V. BUCK 


for charitable organizations, especially 

for voluntary hospitals, has said, that 
present political and economic trends indicate that 
a redistribution of wealth is in process; that as 
the income of the wealthy patron of the hospital 
dries up, so will gifts, bequests, contributions; 
that the salaried groups, the middle income 
brackets, have an undeserved reputation among 
fund raising agencies of being ungenerous. He 
thinks they are not ungenerous but merely dis- 
criminating givers who require to be shown. 
Therefore, to be effective with discriminating 
givers, a public educational program must be di- 
rected to the whole public. 


A WELL-KNOWN expert on fund raising 


But he also says with exact truth: 


“How then is support to be won for volun- 
tary hospitals? There can be only one an- 
swer—a comprehensive public relations pro- 
gram. This has been much discussed, widely 
endorsed and universally neglected by the hos- 
pitals themselves. They of necessity are the 
only agents that can initiate such an enter- 
prise. Now perhaps the voluntary hospital 
will be forced to do something about public 
relations.” 


Since these statements were made during the 
depth of the depression and since the same condi- 
tion of hospital public relations which was con- 
demned at that time still exists, the hope which 
was expressed in the last quoted sentence is still 
vain. 


If then, as I firmly believe, a comprehensive 
public relations program has been widely endorsed 
and universally neglected in the past, this neglect 
even continuing through the depression which we 
hoped would force, as an emergency measure, 
some effective action on the part of the hospitals, 
what is likely to be the situation during an emer- 
gency in the future? We must remember. that 
during an emergency, the emergency itself will 
focus public attention and that the usual channels 
of communication between a worthy organization 
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and the public will be clogged with appeals to 
provide succor for the groups directly affected by 
the emergency. Therefore, it is certain that even 
in emergencies in the future, public relations and 
public education concerning hospitalization will 
continue to be widely discussed, universally en- 
dorsed and completely buried under the grossest 
kind of neglect. 


Essentials for Effective Public Relations 


First, let us hastily review the greater neces- 
sities for effective public relations during an 
emergency. 


1 Unquestionably during an emergency, in- 
creased costs of materials plus increased costs of 
labor, plus patient day census, plus shortage of 
efficient labor equal increased hospital rates. To 
our public whom so far, we have neglected to edu- 
cate, hospital rates are already too high. How 
are we going to sell even higher hospital rates to 
our public during an emergency ? 


2 Deficits are hard to sell to the public under 
normal conditions. Since we cannot draw on in- 
creased taxes or devaluated dollars or print money, 
a greater deficit during an emergency will be an 
impossible sale to the public. A sharply re- 
stricted service rendered by voluntary hospitals 
during an emergency is unthinkable. What can 
we do? 


3 Actual shortages of materials in some items 
fairly easy to replace are being experienced even 
now when the current emergency is still around 
the corner. But when the emergency becomes real, 
when Government exercises its priority control in 
requisitioning available materials and equipment, 
how are we going to get our requirements? Or 
if we fail to get them, how are we going to ex- 
plain our failure to our public? 


4 Business and Government in emergencies ex- 
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ercise priority in the labor market too. They sim- 
ply pay higher wages than we can afford to pay. 
We will need to educate our public so that public 
sentiment will be back of us in our attempts to 
keep an adequate supply of competent labor. 


5 Emergency taxes will be levied generally. 
How are we to put our story across to the public 
so that voluntary hospitals will be exempted from 
these emergency taxes? 


These and other consequences of emergencies, 
together with active promotion of public support 
and good will indicate the need for preparedness 
through foresight by a planned and definite public 
relations program, especially during an emer- 
gency. 


Maybe we can approach the problem from the 
standpoint of putting into effect ways and means 
of winning public support during an emergency 
that may be more effective than those we should 
have used (but we didn’t) during normal times. 
The committee on public education of the Ameri- 
can Hospital Association says that under normal 
conditions, public relations work for hospitals re- 
quires the following: 


1 Public education must have as its chief aim 
the fostering of public good will. 


2 Public good will is dependent on public un- 
derstanding. 


3 Much of the public’s impressions and some 
of its information regarding hospitals come from 
the hospital personnel. Therefore, a well informed 
personnel is a long step toward the establishment 
of proper public understanding and confidence. 


4 To achieve its maximum effect, a program 
of public education for hospitals must be organ- 
ized on a community-wide basis. Such a program 
is not competitive. It is planned and carried out 
in the interests of all the hospitals in the com- 
munity. 


These four essentials of a public relations pro- 
gram can be put in one sentence: 


Public education to foster public good will 
is dependent on public understanding a large 
share of which can be secured through a well 
informed personnel, but to secure maximum 
results, public education must be organized on 
a community-wide, not on individual or selfish 
basis. 


This seems to be an excellent statement of the 
essentials of a public relations program. But pub- 
lic education does not show commensurate results 
in one month or in one year or even over a five 
year period. 


In business, each year’s advertising has as its 
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basis on which to build all the previous years of 
planned public education. We as hospitals have 
no background of effective public educational ef- 
fort in past years, we have no millions of dollars 
to spend on public education and very apparently 
we have no advertising brains. But the story of 
the hospital’s aid to the human race has a public 
appeal greater in potential effect than all others 
put together; yet we have failed to make use of 
it. Maybe a real live and husky emergency will 
furnish the stimuli and force us to use this great 
volume of public good will which is now and has 
been for years easily available to us. 


So, my problem in presenting this subject seems 
to boil down to a discussion of American ingenuity 
in providing emergency conduits through which 
hospitals may conduct public educational pro- 
grams. Since these conduits have been largely 
unused or very badly used, or even abused, we 
may be forced, right’ in the middle of an emer- 
gency, to build from the ground up our means of 
effective communication with the public. 


Concerted Action Needed 


It is needless to discuss the ways and means of 
public education that have been so widely en- 
dorsed and universally ignored in normal times. 
Special hospital days, special events, news stories, 
club talks, etc., are all familiar but sadly abused 
or totally neglected means of educating the public 
concerning our hospitals. 


Instead let us consider the unit basis of hos- 
pital groups for which public education should be 
carried on. It is agreed that public education 
concerning hospitals should be disseminated for 
all hospitals of a given community. But in almost 
its entirety any hospital publicity attempted in 
the past has been for individual hospitals. It has 
been selfish perhaps, therefore all the more in- 
effective. Perhaps a real serious emergency like 
a war, or locally, a fire in San Francisco or an 
earthquake in Los Angeles, will kill competition 
and force cooperation of community hospitals. If 
such cooperation is ever obtained it will be as a 
sequel to the formation of real, live, working, co- 
operating local hospital conferences. Few such 
now exist. 


If an emergency should force these hospitals 
to cooperate to establish common practices, basic 
minimum rates, and then cooperate to sell to the 
community through public education the services 
of all the hospitals plus necessary higher rates, 
exemption from unusual taxes, etc., it would be 
a most desirable result. So that while our Amer- 
ican and Western and individual State Associa- 
tions may very properly sponsor the public edu- 
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cational programs applicable to their units, in the 
main, the real work must be done by community 
hospital councils or conferences. The importance 
of such an educational program and the unit 
which should sponsor it is no different in emer- 


gencies than in normal times. So let us hope 
when the emergency comes it will force the for- 
mation of an effective unit and force that unit, the 
local hospital conference, to function as a public 
educational organization. 


Good Will Is Dependent on Understanding 


Now it is axiomatic that public good will is 
dependent on public understanding. So if we are 
to carry on a program of public education the 
agencies we use must understand our hospitals’ 
needs so that they in turn may teach the public 
our needs. For example, some of these agencies 
are our own personnel, our medical staffs, our 
auxiliaries, the community chest, other charitable 
agencies. And keeping in mind that this edu- 
cational effort is for all the hospitals of a given 
community, the agencies from each hospital must 
cooperate to get results. That seems an impossi- 
bility. They never have and probably they never 
will. So possibly an emergency may force us to 
go about this matter of public education in an- 
other way. 


My friend and your friend, the late Arthur 
Griggs Saxe, conceived a most brilliant idea, and 
again everybody indorsed it and everybody neg- 
lected it. He visioned an association of represen- 
tatives of the Boards of Control of all our local 
hospitals. These men and women under the lead- 
ership of some informed and competent citizen 
would study such subjects as public education, 
minimum rates, charitable contributions by the 
hospitals to the community and the whole vast 
subject of hospital operation and financial support 
in its general programs and policies. This body 
would call in administrators only to explain certain 
phases of the work; aside from that assistance, 
this group would work out their own studies. Mr. 
Saxe definitely felt that each member of such a 
body would take back to his hospital information 
concerning the general policies and programs of 
other hospitals and would coordinate the efforts 
of the hospitals in every way including that of 
public education. 


This group was never formed because we never 
found:a leader. And for want of a leader Mr. 
Saxe’s really brilliant conception of a community 
hospital Governing Board Conference lies dor- 
mant. To my knowledge no real work has ever 
been done by such a group anywhere as yet. So 
even though the formation of such a group is as 
desirable in normal times as in an emergency, 
maybe an emergency could force the formation of 
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a group of representatives of the Governing 
Boards of our hospitals. And maybe they in turn 
could inspire cooperation of our various individual 
hospital auxiliaries and other public contact 
groups through which public education could be 
done. Such cooperation in public education for all 
the hospitals of a community is much to be 
desired. 


To clinch the above argument may I again quote 
the expert on fund raising, 


“The conception of the community hospital 
has been expanded, particularly in the past 
decade. Under the old conception, the hospi- 
tal took care of the ill and injured who were 
taken to it. The new concept is of a hospital 
which cares for the sick and injured who need 
medical care, including those who ‘haven’t 
the sense’ to go to the hospital. The second 
type of hospital actually helps to prevent 
sickness and accident. It is more than a 
building. It is a movement, a palpable force 
working for the conservation of life and 
health throughout the realm of its influence. 
No hospital can belong to this new type with- 
out an active program of public education. 


“The old hospital cannot become the new 
by living within itself—by seeking the solu- 
tion of its financial problem within its own 
house, futilely hoping to make both ends meet 
by searching out dubious economies and by 
victimizing its personnel with further reduc- 
tions in. numbers and pay. That way lies ob- 
security! oblivion! death! 


“Only by recalling and reinstating the 
powerful purpose that caused the founding of 
the voluntary hospital, and by promoting this 
cause in the full dimensions of its latter day 
conception, can the voluntary hospital hold its 
own in the American community. If it merely 
survives this present period of trial, it will 
eventually succumb to another. The time of 
trial is never past for such democratic insti- 
tutions as the voluntary hospital. 


“Under present social and economic cond- 
ditions, public education is essential to the 
new hospital, as well as to the preservation 
of the old. This, it seems, is generally ac- 
cepted. The speaking and writing on this 
subject—necessary as they doubtless are— 
seem so far to have produced painfully small 
results.” . 


He says further— 


“the individual hospital, of course, must 
have its own program, patterned to fit its 
particular needs and opportunities. It is not 
the superintendent’s job to conceive, plan, 
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and execute a program of public education. 
He has not the time. Rarely does he have the 
necessary training and experience to produce 
acceptable newspaper copy, and this is one of 
the simplest tasks of the ordinary publicity 
man. Finally, the real public relations counsel 
has a viewpoint toward the program that no 
efficient superintendent could maintain. The 
counsel must, among other functions, view 
the hospital with the eye of the outsider, and 
with an impartiality that the superintendent 
could attain only through the rather painful 
process of splitting his personality.” 


A Specific Service Makes Effective Appeal 


Andre Tardye, the great French publicist and 
statesman, once said that American publicity suc- 
ceeds more than anywhere else in the world be- 
cause our appeal to the public is pointed toward 
a specific and concrete item which we hammer 
home until the subject of the publicity is known 
in the highways and byways of life. 


Perhaps that is true of commercial publicity. 
Even in news publicity “Laddie’ monopolizing 
acres of news space and editorial space. The pub- 
lic was really told about a dog’s devotion to his 
master, his physical illness because of his mas- 
ter’s absence, his plane ride from Kansas to Mon- 
terey Peninsula, his hospitalization and his army 
veterinary hospital and medical care, his blood 
transfusion, his death. Yet equally homesick, and 
physically ill golden haired babies have been flown 
out of the wilds or far across country to a special 
hospital, have been hospitalized, have had the fin- 
est medical attention in the world and have lived. 
The resulting newspaper story is a couple of para- 
graphs in one edition. Why? 


The “Laddie” story pointed toward one goal, 
advertising the care given to the helpless in air 
transport. Mind you this air line is also inter- 
ested in advertising safety, low cost, speed, a 
thousand other items in air transport. But this 
one time they sold care to the helpless. And how 
they sold it! 


The two paragraphs in one edition we rate for 
a thousand times better story may result because 
the story has no one specific point, has no one con- 
crete item of hospital service we want to drive 
home to the public. Note also that although one 
airline did the work, the factor of care of the 
helpless in air transport was sold for all air lines. 


Look through your Saturday Evening Post and 
note the advertising of associations, of air lines, 
railroads, truck lines, grape growers and vint- 
ners, breweries, etc. Two facts hit you every time. 
These commercial organizations are advertising 
as units of an industry and they are advertising 
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one single concrete fact about that industry in 
each public appeal which they present. The mora] 
is obvious. “Go thou and do likewise.” 


If you present your publicity solely as an :n- 
dividual hospital, modern America will judge you 
selfish, self-centered, and unworthy of support. 
Cut-throat competition for public support from 
other hospitals in the communtiy will nullify your 
effort. If instead of hammering home to all the 
people the details of one single phase of your work 
in, each publicity effort, you clog the conduits of 
public education with an appeal for support of 
hospitalization in general, the result is small no- 
tice by newspapers, radio, and periodicals, and 
the impression on the public is insignificant. 


A Definite Plan Important 


A year ago the hospitals were asked to make a 
survey of facilities to care for victims of any 
major catastrophe which may occur in the Bay 
Region. It is my understanding that the survey 
was nation-wide. We talked about it a bit, may 
have dashed off a few stock answers to a ques- 
tionnaire which possibly indicated where a few 
empty beds and a few carrying stretchers were 
located at that time. But if an emergency of 
catastrophic proportions occurred in this city to- 
day, only our regular facilities plus Yankee in- 
genuity, which always seems to rise above emer- 
gencies, would be available to save the situation. 


Why not tell all the people all about prepara- 
tions, facilities, means of handling a major catas- 
trophe? By so doing the failures to provide proper 
facilities, all the faults of our unpreparedness pro- 
gram for catastrophic conditions will be laid bare, 
corrections of the deficiencies made and a definite 
plan of concerted and immediate action formu- 
lated. 


But, again, let me call to your attention that 
emergency public education to enable the people 
to protect themselves and others during an emer- 
gency is impossible. Fire and earthquake as well 
as fifth columnists, night bombing, and all other 
perils of the past, present, and future give no 
warning. The only hope for real action is that 
a threatened emergency which we see just around 
the corner may force us to prepare in normal 
times by education of the public concerning our 
needs, our services available, and our ability to 
handle a job right, if and when the emergency 
comes. 


This whole discussion is based on the theory 
that we must make our public relations program 
effective with all the people. But as seems very 
probable at this time, suppose the process of re- 
distribution of wealth becomes nationalization of 
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wealth. If so it will be useless to appeal to any- 
one except the dictator for financial support. But 
the problems of public education in all its other 
phases (and after all those are the ones of major 
importance) will be even more necessary if and 
when hospitalization is nationalized. Again that 
might be the emergency which would cause us not 
to effectuate emergency measures of public edu- 
cation but to force us to use those measures which 
we already comprehend so fully and so univer- 
sally neglect. 


Summary 


As a summary of the points of view which I 
have expressed concerning public relations for 
hospitals during an emergency, we may list: 


First, even in normal times, public educational 
campaigns by hospitals, while universally en- 
dorsed have been universally neglected. Wher- 
ever any efforts have been expended, it has been 
from a selfish point of view for an individual hos- 
pital and each appeal has been made not for a 
concrete objective but for general support. Such 
attempts have been directed to influence the 
wealthy who might support the hospital finan- 
cially. It is far more necessary to educate the 
persons who use the hospital or who should use 
the hospital but fail to do so through ignorance. 


The results obtained to date in public relations 
programs have been insignificant when compared 
to the results obtained through current commer- 
cial advertising, even though our potential appeal 
factor is far greater. For the above reasons, the 
only “Preparedness through foresight” possible 
is action instead of words, cooperation instead of 
competition and concrete objectives in public edu- 
cation instead of abstract generalizations. The 
appeal must be directed to all the people, not only 
those who may support the hospital but to those 
who will use it. 


Second, we have no cumulative store of good 
will built up by public education over a period of 
years, on which to build a special appeal for pub- 
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lic support in an emergency. Preparedness 
through foresight requires that we immediately 
begin the accumulation of a tremendous store- 
house of public good will. If we do our job, 
America will fill such a storehouse to overflowing. 


Third, we cannot educate the public concerning 
the needs of our hospitals and their services to 
the public unless we develop conduits through 
which these educational items of information may 
flow. Our most effective conduits are our own 
personnel, our medical staffs, our auxiliaries, other 
charitable agencies, etc. Preparedness through 
foresight warrants the complete overhaul of all 
our lines of communication with the public. But 
the one group which can transmit our story to the 
public most effectively is an association of the 
Boards of Control of all our hospitals in each com- 
munity. Such an association has not been formed 
because we have not found a leader. Prepared- 
ness through foresight demands that we find such 
a leader now. 


As fine tempered steel is the same steel under 
all conditions so are public educational processes 
the same during an emergency as they are during 
normal times. But through forethought and some- 
times through emergency thinking, steel can be 
moulded and fabricated and combined with other 
metals and alloys to hetter handle emergency 
work. So, through forethought and perhaps 
through emergency thinking, public relations 
during an emergency can be moulded and fabri- 
cated and coordinated to serve hospitals well. 


But forethought demands straight thinking and 
effective action. To date, all we have done is talk. 
Yes, a comprehensive public relations program 
for hospitals has been much discussed, widely 
endorsed, and universally neglected. Substitute 
for the phrase, “universally neglected” the phrase 
“community planned” and the subject of this dis- 
cussion, “Public Relations During an Emergency” 
will no longer be a problem because we will have 
Prepared Through Foresight. 





fe 


Emory University Hospital 


The Joseph B. Whitehead Foundation has given 
$550,000 to the Emory University School of Med- 
icine, Emory University, Georgia, for the purpose 
of building and equipping a surgical unit for the 
University Hospital. Robert S. Hudgens is super- 
intendent of Emory University Hospital. 


The gift’s purposes are “to provide improved fa- 
cilities for the care and treatment of patients, to 
enable the School of Medicine to stimulate re- 
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search and to improve the profession of surgery 
throughout the South, and likewise to alleviate the 
sufferings of mankind.” 


The new unit will house the Department of 
Surgery of the School of Medicine, the chief of 
which is Dr. Daniel C. Elkin, who occupies the 
Joseph B. Whitehead Chair of Surgery, a profes- 
sorship endowed as a memorial to the late Joseph 
B. Whitehead. 
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Purchasing for Future Needs in an 


Emergency Program 
ELLARD L. SLACK 


WILL assume the role of prophet, with due re- 
gard to the fate that usually befalls such an 
individual. I will endeavor to tell you at what 

level inventories should be maintained in order 
that you shall suffer no loss; how to temper your 
buying according to current price trends—when to 
assume a liberal attitude, and when a conserva- 
tive one; how much importance should be at- 
tached to the foreign market and its effect on 
domestic prices; what may happen if the war 
should suddenly end; and if and when hospital 
executives may expect to find themselves in the 
role of Napoleons in some state hospital. 


But, seriously, there are certain trends and fac- 
tors which, if evaluated with reasonable caution, 
should enable us to chart a course that will not 
leave us figuratively “hanging on a limb” at the 
finish. In any attempt to look into the future, it 
has always been good practice to be guided in the 
light of events of the past, with allowances be- 
ing made for changed conditions and times. But 
we are denied this privilege in this instance. We 
are living in abnormal times, and we may be called 
upon to do abnormal things in an abnormal way. 


Price Trends During World War I Compared 
with Present Trends 


We cannot predict probable price trends in the 
light of what happened during World War I. The 
situation is not the same, although it may seem 
to be the same in some respects. In the January 
issue of Fortune Magazine, there is a chart of 
wholesale prices and industrial production cover- 
ing the period from 1913 to and including 1940. 
Studying it, we find that at the outbreak of war 
in August of 1914 farm and non-agricultural 
prices in the United States approximated an index 
rating of about 72, while industrial production 
was under 50. Then, with the rush of Allied buy- 
ing in 1915, industrial production hit a peak of 
80 or more, while farm and non-agricultural prices 
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remained about the same, with a slight rise to- 
ward the close of the year. 


But in 1916 the latter took a sharp rise and 
continued to mount until 1920, when they hit a 
peak of about 175. Meanwhile, industrial produc- 
tion remained about the same, with a sharp dip 
in 1918, and again in 1919, when the post-war re- 
action set in. 


Jumping to 1939 and the start of World War 
No. 2, we find farm prices with an index rating 
closely approximating that of 1914, while non- 
agricultural prices are slightly higher than they 
were at the beginning of the last war. And as 
was true in World War No. 1, these two price 
fields have held about the same level during the 
first year and a half of the war. But industrial 
production today stands at about 110 as compared 
with 80 of 1916. 


The question is, will farm and non-agricultural 
prices sky-rocket now as they did in the last war? 
Almost all experts admit there is such a possibil- 
ity, but they do not stress it as a probability. 
There are too many other factors present. 


Government Influence Directed Toward Price 
Policy Rather Than Price Control 


We have a price-conscious Administration in 
Washington. Witness the price tampering in the 
A.A.A. and the N.I.R.A., and the present Price 
Stabilization Division of the National Defense 
Advisory Commission, which is attempting to con- 
trol prices by what is called “moral suasion” and 
by “tough talking.” 


But it is not likely that we will have out-right 
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price control. On this subject let me quote from 
a speech by Herbert F. Taggart, cost accounting 
consultant of the Price Stabilization Division. 
Says Mr. Taggart: 


“Except in the event of war, anything like 
thorough-going price control will undoubtedly 
not be attempted. As a matter of fact, there 
is little or no legal authority for price control 
under present circumstances, nor is there, as- 
suming that the situation grows no worse, 
any excuse for price control in the authori- 
tative sense. That does not mean, of course, 
that there has not been or will not be price 
influencing. Just as this country is trying, 
by ‘methods short of war,’ to affect the out- 
come of the European struggle, so the De- 
fense Commission, by ‘methods short of con- 
trol,’ is attempting to keep prices from get- 
ting out of hand. The very existence of the 
Price Stabilization Division is one of the fac- 
tors of influence. A close watch is being kept 
on prices, and if you have read the papers you 
know that methods short of control are being 
used to try and keep prices in line.” 


The probable effect these methods have had 
is seen in the recent price leveling in the wood pulp 
industry, and in lumber. And they undoubtedly 
have influenced prices in other fields. No longer 
can probable price trends be judged on the basis 
of the law of supply and demand, as was largely 
true of the last war. To take a recent instance, 
the price of copper declined the same day as news- 
paper headlines were screaming of new invasions. 


From the comment of economists close to the 
Administration and that of newspaper correspond- 
ents covering Washington, it is apparent that 
a determined effort is to be made to check possible 
inflation. A three-fold program is visualized, 
which calls for more forceful price policing, 
broader control through credit and monetary 
checks, and control through taxes. 


The magnitude of the problem may be visual- 
ized when it is recalled that our public debt at 
the beginning of World War I was $2,975,000,000 
and $25,482,000,000 in 1919; and today we have 
an indebtedness of some $45,000,000,000 and Con- 
gress has recently approved raising this limit to 
$65,000,000,000. 


These figures should not scare one. It is true 
there will be a rise in commodity prices all along 
the line. Already crude drugs have experienced 
an increase, and other items will follow. Among 
other things, these increases will be due in part 
to increased labor costs induced by the Supreme 
Court’s upholding of the Wages and Hours Act, 
and in part to the attitude of the Government it- 
self—an attitude which Mr. Taggart expressed 
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in his speech when he said, “We should deem it 
an unhealthy situation if defense suppliers were 
unable to make a reasonable profit.” But these 
increases and contemplated increases are to be 
expected under normal business procedure. There 
will not be the profiteering of the last war. Gov- 
ernment and Industry will guard against such 
ruinous price speculation. 


Effect of a Sudden Termination of the War 


Much fear is being expressed that the war may 
suddenly end, and that buyers will thus be left 
holding the bag. Probably the best answer to 
this possibility is contained in a speech delivered 
before the Association of Buying Offices, Inc., by 
A. W. Zelomek, Economist in the International 
Statistical Bureau, Inc. 


“Retailers tell me that they are uncertain 
about the foreign situation,” said Mr. Zelo- 
mek. “Maybe the war will end and then 
prices will decline. Or maybe we will become 
involved in the war and then who knows what 
will happen. 


“T haven’t bothered to argue this point with 
my friends of the distribution industry be- 
cause I do not believe that wholesale prices 
in the few months ahead depend very much 
on whether the war ends. Maybe the war 
will end. But if it does, what effect can it have 
on a general wholesale price level that even 
now is only 7 per cent above the prewar level 
and only 3 per cent above the low point 
reached last summer. 


“If you want to worry about future price 
decline, wait until after prices advance. Don’t 
do what I have frequently seen happen in the 
past. Don’t fight the rising trend during the 
first part of the advance, when. gains are lim- 
ited to 5 or 10 per cent, and then become con- 
vinced that further gains are coming quickly 
after prices have advanced 50 to 100 per cent. 
This is just another way of saying that busi- 
ness should become increasingly conservative 
after advances have gained momentum, not 
before.” 


A sudden termination of European hostilities, or 
domestic events of major economic importance not 
subject to advance appraisal, may render any 
forecast worthless. 


A Middle Course Advisable in Buying 


In the light of expert analysis of the situation, 
it appears that we need not be too circumspect 
in our buying; nor should we be too bold. A 
middle course seems to be indicated. What advice 
I have to give is based on the recommendations 
of the Purchasing Agents Association of North- 
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ern California. It is that we buy six months 
ahead; that we maintain our inventories at that 
level. I thoroughly agree with their recommen- 
dation. Some hospitals have aiready experienced 
serious difficulty in securing delivery of vital items 
needed in the institution. So, primarily, a six 
months’ inventory is maintained for the purpose 
of having the supplies on hand when needed, due 
to priority given to industry, and the price factor 
is secondary. For your information, several weeks 
ago the Trustees of the American Hospital Asso- 
ciation at their meeting in Chicago, petitioned the 
Council on National Defense that civilian hos- 
pitals be granted the same priority in delivery of 
commodities required by them as is accorded to 
Governmental Defense Agencies. 


At the end of six months we should be in a 
better position to evaluate the defense program, 
which many refer to now as being in second gear. 
We should also know something about the trend, 
or trends, of the European war. There will not 
be the uncertainty that exists now as to our pos- 
sible participation in the war. Other matters will 
be cleared up, too—such as the Lease-Lend Bill 
(1776), and various ramifications of our foreign 
policy which are in need of clarification. We will 
be in a position to take stock then. 


I would like to say a word about the vicious 
circle that is always present in a period of boom 
prosperity, such as now appears to be developing. 
As we know, increased consumption means in- 
creased work, and increased work means more 
money in the pocket of the wage earner. There- 
fore, the consumer can afford to pay more for 
goods, which means increased production and 
higher prices, until a peak is reached and a de- 
cline sets in. 


This may not happen in this instance, because 
of the various factors present that tend to exercise 
a regulatory control. But I am not advising any 
hospital to speculate in its purchases, because if 


the above conditions should come to pass, it would 
mean that since we are selling nothing but se:y- 
ice, we would have to pass the increased cost on 
to the consumer. That is a situation we must 
guard against insofar as it is possible to do so. 


Administrators Must Keep Alert to Conditions 
Effecting Price Trends 


A word here may not be amiss as to our duties 
as administrators. It is evident that we should 
keep abreast of price trends currently and be pre- 
pared to take advantage of any change in the 
situation. We should get the facts. We can get 
them by closely watching— 


1 Newspapers, including those such as the 
New York Journal of Commerce, which spe- 
cializes in information pertinent to the prob- 
lems of the business man. 


2 Commercial services, such as the Bab- 
son Economic Service. 


3 Trade papers and business magazines. 


4 Government publications, such as the 
Survey of Current Business, published by the 
Department of Commerce, and regional Fed- 
eral Reserve Bulletin. 


But however great the amount of market in- 
formation available, the administrator should, 
whenever practicable, undertake his own studies 
and draw his own conclusions. 


We must practice the same old rules of our job, 
but with a great deal more enthusiasm than prob- 
ably the majority of us are in the habit of exer- 
cising. We must streamline our thinking. We 
are confronted by a state of emergency; about 
that there can be no debate. The efficiency with 
which we handle our jobs will depend on our men- 
tal alertness, and on our ability to recognize that 
the situation we face is unlike anything experi- 
enced in the past. 





RE 


Council on Hospital Volunteers for New York 


Mrs. Kenneth Walker, chairman of the Commit- 
tee on Volunteer Aides of the United Hospital 
Fund, has announced the formation of a Council 
on Hospital Volunteers. The lay chairmen and 
salaried directors of volunteer departments in the 
hospitals of Greater New York will constitute 
membership in the Council. 


Recognition of the growth and interest in the 
need for organized lay participation, rendering 
supplementary service within the hospital, has led 
to the development of a program which will pro- 
vide an opportunity for the volunteer organiza- 
tions to meet together and to discuss their mutual 
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problems. This program will attempt to clarify 
and develop: the objectives; the organizational 
plan and its relationship to the institution; the re- 
cruiting, training and placing of applicants; stand- 
ards of service; methods of procedure and rec- 
ords; the interpretation of volunteer services to 
the institution and to the community. It is hoped 
that from this interchange of information and 
ideas, there will be evolved recommendations and 
suggestions for improving the service of the in- 
dividual institution. The first meeting of the 
Council on Hospital Volunteers will be on April 28, 
1941, at the offices of the United Hospital Fund. 
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Remedial Measures for Incomplete 


and Delayed Records 


SISTER M. CLAUDIA 


EN a record librarian enters the field of 
WY reese work, she finds the duties of her 
position are manifold. She is made aware 
of the fact that it is her responsibility not only to 
see that the necessary compilation of scientific 
data and analysis is available but also to see how 
the data may be accumulated. Since this is an im- 
portant responsibility of the record librarian in 
the hospital, an essential procedure that leads to 
obtaining this end is to secure completed informa- 
tion of special cases—completed in all its details— 
making it a record of value for the present and the 
future, for scientific, educational, and statistical 
purposes. 


I often wonder if there is a librarian today who 
can stand before a group and say: “I never have 
to ask the doctors on our staff to complete their 
records, nor to advise them their records are lying 
incomplete in the record files and delaying neces- 
sary information in the compilation of data for 
the monthly analyses.” How often do we wish 
that a specified plan could be arranged whereby 
all the ills of record keeping could be cured. I 
feel that it is up to each individual record libra- 
rian to adopt a method of her own that may be 
applied to the group of doctors on the hospital 
staff and to the locality in which she is employed. 
Pleasant personality, good judgment, and sound 
tactics on the part of the librarian are the first 
requirements in attaining medical staff cooper- 
ation. 


The librarian’s method of approach to the doc- 
tors should be one of courtesy and cooperation. 
The librarian must have a method of approach for. 
each individual physician on the staff. One phy- 
sician may need a great deal of “persuasion,” 
while another will respond upon the first impulse. 
I feel that when it comes to the point, a record 
librarian must often say “Mea culpa” when she 
does not get the cooperation of her staff in com- 
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plying with her wishes, and it is now time for her 
to question herself: “Am I soliciting the doctor’s 
cooperation in the proper way when telling him 
that his records need to be completed?” Libra- 
rians on the whole feel that the doctor should be 
record conscious when he enters the hospital, that 
he must step into the record department and abide 
by the requirements of the hospital and the rules 
and regulations of his staff by completing his rec- 
ords promptly; but the physician of today, how- 
ever, has so many duties beside his hospital duties 
and it is easy for him to put off till tomorrow 
what he does not care to do today. Days and 
weeks pass and his records continue to multiply 
until the volume of work becomes a means of dis- 
couragement for the doctor to start his heavy 
task. The delay causes the librarian to become 
disgruntled with the doctor, because he makes no 
effort to complete his records, but now is the time 
for the librarian to show her tact and good judg- 
ment, if she wants better cooperation in the 
future. se 


Librarian Can Help by Securing Available Data 
from Doctor’s Office 


One device to which we often have recourse 
is assisting the doctors in completing their rec- 
ords. Kindness and charity usually covers a mul- 
titude of sins, and this may well be applied to 
records also. Sometimes the doctors will say: “I 
have no time today, don’t bother me with rec- 
ords.” Another time they will say, “I must look 
up my notes in the office before I can write my 
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records,” or as one doctor once said to me: “If I 
had to earn my living by writing records, I would 
never earn the salt in my soup.” 


Now what procedure can the librarian use to 
make the doctor record conscious? He forgets 
that he once pledged to keep up his records 
when he became a practicing physician, a member 
of his county medical society, a member of his 
hospital staff. I have found the following method 
very helpful. When we meet the doctor we tell 
him in a courteous way that we have some records 
that need his immediate attention, that we have 
secured the necessary notes from his office girl, 
and that if he comes to the record room now, it 
would take him only a few moments to write his 
records. It seems that this little bit of encourage- 
ment prompts him to visit the department, and 
when he is once comfortably seated, and quietness 
exists, he begins his laborious task and before the 
lapse of a short time, half hour or more, he has 
all his records completed to date. He feels re- 
lieved the work is finished and promises to return 
more frequently since he realizes that the record 
librarian is not as boresome as he may think she 
is, but that she is assisting him by procuring some 
of the information. 


Posting List of Incomplete Records 


We have adopted several plans in our institu- 
tion which we alternate, and one or two that we 
adhere to at all times. I have found that these 
are a help in completing records and preventing 
too long a delay. Occasionally it may happen that 
the doctor is not responsible for the delay of his 
records, such as delay caused by illness, extended 
trips, or attendance at meetings. 


On the first or second of the month we post a 
list of the number of incomplete records of the 
doctors in the staff coat room. This is a general 
reminder, for many doctors do not like to see their 
names appear on the list of delinquents. Their 
names are effaced from the list as they complete 
their work. They are allowed a few days of grace, 
by this I mean, that records must be completed 
by a specified date, as agreed upon by the staff 
and the committees, this date to be the tenth or 
fifteenth of the month. At the time of this post- 
ing, we give each doctor a little courtesy note re- 
minding him that he is wanted in the record room. 
If after the tenth of the month he fails to com- 
ply with the request, he is notified by a card and 
this frequently brings excellent response. If he 
still fails to make his appearance, a third notice 
is sent to him in a letter form signed by the Sister 
Superintendent of the hospital, advising him that 
if he fails to comply it will be necessary to report 
his delinquency to the staff; this last method of 
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approach does not have to be used very often. We 
can truly say that we obtain favorable coopera- 
tion from our staff. 


The record librarian must also instill in the 
minds of the personnel of each department that 
they must contribute their part in securing com- 
pleted records. The surgical department should 
notify the record department in due time when 
the surgeon is finishing an operation so that he 
can dictate or write his findings and surgical pro- 
cedure. The floor supervisors and nurses can en- 
courage the writing of daily orders and progress 
notes and, in the hospitals where there is no in- 
tern, the record librarian can secure the family 
history of the patients and, should the attending 
physician request, the facts concerning the past 
history. All information thus secured usually 
meets with the favor of the attending physician 
and he will begin to appreciate the helpfulness of 
the librarian, and soon he will begin to aspire 
toward the millenium that the record librarian is 
striving to instill in the minds of the staff. 


Location of Record Department a Factor in 
Keeping Records Up-to-Date 


Another essential toward remedying incomplete 
records is the location of the record department. 
This may be in some locality where the physician 
may have ready access to it, a place where silence 
reigns and he can peacefully relate or dictate his 
records to a competent stenographer. It is also 
advisable to include under these remedies the 
thorough investigation of records by the record 
committee. It does not behoove me now to out- 
line the duties of this committee, since all of us 
are fully aware of what these entail. 


In conclusion, may I summarize the remedies 
that may be applied to incomplete and delayed 
records— 


1 Good judgment, sound tactics and pleasant 
personality of the record librarian. 


2 Encouragment of the doctors to become record 
conscious, thus instilling an awareness that 
delay is an obstacle in the department. 


3 Good stenographic ability of the personnel of 
the record department. 


4 Tactful methods of approaching each individual 
member of the staff. 


5 Providing information, through the cooperation 
of the doctor’s office girl, for such physicians 
who may be habitual delinquents. 


6 Suitable location for the record library. 


7 A cooperative record committee. 
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omies by applying their specialized know) 

edge of compounding. Many medications 
which are used in nearly every hospital can be 
successfully manufactured by the pharmacist to 
replace expensive proprietary preparations. 


[ omies by pharmacists may effect real econ 


Numerous such items are prepared in the AIl- 
bany Hospital pharmacy. The following are some 
of those more commonly manufactured and dis- 
pensed: 


Elixir of thiamin chloride (vitamin BI) is com- 
pounded in two strengths (150 units to 1 dram, 
to be administered to children and 1000 units to 
1 dram for adult use). A slight acid reaction and 
alcohol content are conditions essential for the 
retention of thiamin chloride potency in liquid 
form. Benzoic acid and aromatic elixir are used 
in proper proportions. Simple syrup, colored red 
and flavored with lemon is added to make the 
elixir palatable and pleasing to the eye. 


Syrup of ferrous sulfate is a palatable prep- 
aration of iron for small children. Ferrous sul- 
fate except in the presence of sugar readily exi- 
dizes. To prevent oxidation, it is incorporated 
with a concentrated syrup, flavored with orange 
so that two grains of the salt are present in each 
dram of vehicle. 


One of the preparations extensively used is a 
compound effervescing saline cathartic in powder 
form. The ingredients are: 


Sodium phosphate, anhydrous............ 120 parts 
Sodium sulfate, anhydrous............... 750 parts 
Sodium bicrabonate, anhydrous .......... 900 parts 
Sodium chloride, anhydrous.............. 240 parts 
Tartaric acid, anhydrous............-... 900 parts 


This formula replaces a popular brand of lax- 
ative which was used, and it has proven by definite 
comparative experiments to be equally effective. 


A brushless shaving cream for ward use is made 
mexpensively by using this simple formula: 


UCR e NaCI fsa ah Fassel ee aes 7 ounces 
CEMA GR HN oh fy cle a tinty hii eSas Rare e 8 drams 
Potassium hydroxide ................... 4 drams 
MEV CC MERE err eer en Mies ho ee 20 drams 


Erte eared Pare etatn cod haere tie sae neers 40 ounces 
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When an analgesique ointment for massage, in 
connection with physiotherapy treatment is 
needed, the following ointment is dispensed: 


COMES Sais cada dws vat etauneaeeds 12 per cent 
NRGNRUON’ 5s as aac were kere oe ord oedema eg aamrata 12 per cent 
Methyl saliegiate: «occ ccccecccdecennces 10 per cent 
Lanolin 


Petrolatum solid aa q.s. 


Colostomy cases, requiring special care of the 
skin surrounding the incision, have need for a 
protective covering over this area. An aluminum 
paste, prepared by incorporating 10 per cent zinc 
oxide powder and 10 per cent pure aluminum 
powder with lanolin, provides a satisfactory yet 
inexpensive preparation. 


The above formulas are but examples of the 
ninety-seven preparations, manufactured in our 
pharmacy along with numerous USP and NF 
standard items also compounded at great saving. 
Any tincture, elixir, or other medication, contain- 
ing alcohol is made with considerable economy 
due to the fact that hospitals are privileged to pur- 
chase tax free alcohol. 


_ The compound effervescing saline cathartic 
powder we manufacture costs but 18 cents per lb. 
compared to 98 cents per Ib. that was formerly 
paid for a proprietary powder. 


Elixir thiamin chloride prepared in our phar- 
macy for 16 cents a quart would be $2.63 a 
quart, if we purchased a preparation of the same 
vitamin content, on the market. 


The items which we prepare in our hospital 
pharmacy are as follows: 


Cough Mixtures 

Brown mixture 
Codeine cough mixture 
Creosote mixture 





Elixir terpin hydrate Tablets 


Elixir terpin hydrate ¢ codeine Placebo 
Morphine cough mixture Capsules 
Syrup hydriodic acid Bismuth subnitrate 
Syrup hydriodic acid c codiene Bismuth subcarbonate 
Tonics Bismuth subgallate 
Cardamon nux tonic Calcium gluconate 
Elixir iron quinine and strychnine Calcium lactate 
Elixir thiamin chloride 150 U-Dr I Ephedrine and amytal 
Elixir thiamin chloride 1000 U-Dr 1 Quinine bisulfate 
Syrup ferrous sulfate Quinine sulfate 
Aromatics Sandalwood oil 
Aromatic Elixir Ointments, Pastes and Jels 
Liquor ammonium anisate Aniline red 
Mixtures Aluminum paste 
Rhubarb and soda mixture Ammoniated mercury 
Mixed treatment Becks paste 
Sidetheas Boric acid 


Boric acid zine oxide 
Camphor menthol 
Cod liver oil 

.Crude coal tar 
Infants salicylic 


Elixir phenobarbital 

Solution sodium bromide 
Mouth Wash and Gargles 

Alkaline aromatic solution 





Carbolic gargle Icthyol 
Compound solution of sodium borate : 
Juniper tar 
Mouth wash Lanai ‘a d oil 
Potassium chlorate gargle eT 
Lassars paste 

Nasal Drops and Sprays : Menthol greaseless base 
Aqueous solution ephedrine Menthol icthyol 
Carbolized oil ‘ Nutgall and opium 
Ephedrine in saline Sulphur 
Menthol compound nasal spray Tannic acid jel 

Ear Drops Unnas paste 
Boric acid alcohol solution Whitfields 
Boric acid bichloride solution Yellow oxide mercury 
Carbolized glycerin Zine oxide alum 

Eye Drops Lotions and Mixtures 
Flourescein solution Calamine lotion 

Hand Lotions Calamine lotion c menthol 
Tragacanth lotion Calamine lotion ¢c phenol 
Quince seed lotion Calomel zinc sulfide lotion 


Antiseptic Solutions Coal tar, collodion acetone mixture 


Alcoholic solution picric acid Rectal Ether 
Formalin antiseptic solution Extract Vanilla Compound 
Mercurochrome, acetone solution Red ink 

Liniments Black ink 


Chloroform liniments 
Menthol alcohol 

ss ese salicylate glycerin Some pharmacists may hesitate to compound, 
ere due to the fear that the finished product may be 
Effervescing saline cathartic op al: : x hi 
Citrate magnesia inferior to a laboratory made preparation. This 

eeitene fear diminishes by approaching the task in the 
Bismuth ginger and bicarbonate proper method. First study the properties of the 


Mentholated bismuth and ginger drug to be used. Find out how soluble it is and 


Brushless Shaving Cream 


Sippy powder No. I 
Sippy powder No. II 
Sippy powder No. III 


the best solvent to use. Consider its stability and 
also its incompatibilities. Once this information 


Dicile dad Gassing Peasdors is obtained, it is possible to determine the best 
Alum compound douche powder method of preparation and the best vehicle to 


Calomel talcum dusting powder employ. 
Zine boric and bismuth powder 


Suppositories 
Belladonna and opium 
Nutgall and opium 
Phenobarbital 
Sodium amytal 
Tannic acid 
Trional and codeine 
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The value of the product may be determined by 
fair tests on the wards. This may be accom- 
plished by placing two similar bottles on several 
wards—one bottle containing the preparation 
manufactured in the hospital pharmacy and the 
other bottle containing the proprietary medicine 
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it is to replace. One bottle is labeled No. 1. The 
other is labeled No. 2. The identity of the contents 
of these two bottles is unknown on the wards but 
is kept on file in the pharmacy. A written record 
of results is kept. After a stated period of time, 
the information thus obtained gives an unbiased 
opinion of our preparation and true results of its 
potency. 


Manufacturing means not only a great saving 
directly but also indirectly it effects great economy 
by reducing the number of drugs necessary to 
keep on hand. For example, the space is not taken 


up with several expensive proprietary vitamin B 
preparations, as this need is met by manufactur- 
ing an elixir in varied strengths from thiamin 
chloride powder. Accordingly, the drug require- 
ments are taken care of with a minimum supply. 
This in itself is real economy. 


If the ingredients used are of the best quality, 
the finished product will be of the highest stand- 
ard. It has been often demonstrated that items 
prepared in the hospital pharmacy are the equal 
or even superior to similar proprietary prepara- — 
tions. 





Plasma Banks 


The speed with which blood plasma can be made 
available when needed, its long-keeping qualities, 
and its resistance to deterioration during trans- 
portation and handling, combine to give it great 
advantages over the use of whole blood. In those 
types of cases, such as traumatic shock and hem- 
orrhage, in which elimination of the delays is a 
critical element, the use of plasma is ideal. 


Last summer, on an appeal from England, the 
American Red Cross sponsored a plan under which 
approximately 15,000 pints of plasma in saline 
solution have been collected, prepared, and shipped 
to England. This activity was discontinued as of 
February 1 this year, following notification that 
the British Red Cross is now able to supply all 
British needs. 


During this period an intensive study of the 
entire question has been made by the National 
Research Council, and as a result of a joint re- 
quest of the Surgeon General of the Army and the 
Navy, the American Red Cross is undertaking a 
similar activity for our own armed forces. 


The plasma may be prepared in either a liquid 
form in saline, or a lyophilized or dry form which 
can be made ready for use by the simple addition 
of sterile, distilled water. The process of lyophiliz- 
ing or drying and powdering is much more com- 
plicated than the preparation in liquid form, but 
the fact that it can be stored for much longer 
periods of time and can be so much more easily 
transported and distributed, gives it advantages 
which more than offset the greater cost of initial 
preparation. The initial project, as now under- 
taken, calls for the preparation of 10,000 units; 
one unit of dried plasma being the equivalent of 
one pint of processed whole blood. 


The dried plasma will be stored in sealed vac- 
uum containers, and as distributed is ready for 
dilution and use, without further typing, testing 
or other delay. 
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Mount Sinai Hospital, Chicago, Builds 
New Addition 


The beginning of construction on the $300,000 
building addition to Mount Sinai Hospital and 
Dispensary has been announced by Morris Kurt- 
zon, President of the Board of Directors. The 
project was very carefully planned by the build- 
ing committee and includes addition and expan- 
sion or refinement in the facilities of practically 
every department of the hospital. Provisions have 
been made to increase facilities both for the needy 
and for those able to pay for the services. 


The major part of the project deals with expan- 
sion. and improvement of the clinic facilities; two 
floors facing Douglas Park which are now occu- 
pied by ward patients, will be remodeled for clinic 
purposes. Three additional floors will be built 
on top of the present main building, which will 
give the hospital a nine story structure. The new 
floors will be utilized, respectively, for a new chil- 
dren’s department, for semi-private accommoda- 
tions to white collar workers and for deluxe room 
accommodations for private patients. 


A two-story and basement building will be built 
directly adjoining to and connected with the east 
end of the present building which will provide 
additional operating room facilities, increased din- 
ing room space for the personnel and modern lab- 
oratory work rooms. At the north end, adjoining 
the hospital, a one story and basement building 
will be constructed which will be used as a lobby 
and waiting room for clinic patients and visitors. 
The basement will be used as a rest room for the 
graduate nurses and as a drug preparation room. 
A new ambulance entrance will be built on Cali- 
fornia Avenue adjoining the emergency room, 
which will be remodeled and enlarged. 


The Building committee is headed by A. Ep- 
stein, chairman, and Leopold Kling, co-chairman. 
Dr. Stephen Manheimer is director of the hospital. 
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Competent Personnel for Small Hospital 





MABEL KORSELL, R.N. 


UR hospital is in a town of five thousand, 
€ which is eighty miles from Duluth, the 
nearest city of any size. Because it is 
away from the urban centers, securing competent 


personnel has been one of our most difficult 
problems. 


“Home Talent” for Nonprofessional Work 


I have secured some of our best personnel by 
asking assistance of our high school and junior 
college principals. We have obtained excellent 
clerical help, as well as orderlies, ward helpers, 
and maids, through their assistance. Public 
health nurses have also directed the right ap- 
plicants to the hospital. Three of our former 
orderlies are now attending universities. Two 
ward helpers and two maids left us to study 
nursing. One former orderly, who is studying 
medicine, comes back each summer to relieve our 
regular ones while they are on vacations. 


Schools of Nursing Cooperate in Recommending 
Nurses Fitted for Small Hospital Situations 


Our nursing personnel has generally been ob- 
tained by writing directors of schools of nursing, 
stating our needs. Unfortunately, urban hospitals 
for various reasons are now finding it necessary 
to encourage almost all of their graduates to stay. 
In the past, we have employed several nurses who 
were married but were able to continue to work 
at their profession. The Selective Service regula- 
tions, which draft married men whose wives con- 
tinue to work, have put an end to this source of 
graduate nurses. This difficulty, added to the 
lessened reserve in the urban hospitals, is creat- 
ing a real problem in the rural areas. 


Retaining Employees in the Small Hospital 


After securing satisfactory personnel, keeping 
those who are valuable is not too difficult—except 
for matrimonial competition. We endeavor to 


make each person know that his work is ex- 


Presented at the Minneapolis Hospital Conference of the 
American College of Surgeons, March 1941. 
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tremely important to the hospital. Interest is 
sure to be stimulated by conferences with the 
various groups. If the personnel is taken into 
confidence and made to understand the financial 
set-up—why it is necessary to curtail here, why 
this expenditure is absolutely necessary, and, 
therefore, for the present, salaries must remain 
as they are—there will be a cooperative spirit of 
understanding. Such remarks as, “Couldn’t we 
try this or that?” or “This system is not working 
out, may we change it?” or “We need such or 
such an article; I think we could make it for 
very little cost” are gratifying assurances that 
each person really feels an individual interest in 
the hospital. When the newcomer begins to say 
“our hospital” he is on the right path. 


Conferences are held with the personnel divided 
as follows: all department heads; professional 
personnel (except department heads) ; nonprofes- 
sional personnel. Conferences are held when there 
are things of interest or of importance to discuss, 
but we have at least one conference for each 
group every month. Nursing supervisors meet 
more often. 


Monthly Programs Conducted by Personnel 


Very successful has been a plan which we have 
carried out for the past four years. Once each 
month an evening program is arranged by a com- 
mittee chosen by the professional personnel. All 
are invited. The type of program and kind of 
refreshments are planned by the committee for 
the month. Some have organized programs per- 
taining to the hospital; others choose to plan 
those which are entirely unrelated to hospital 
affairs. Some committees post their programs 
on the bulletin board; others prefer the surprise 
type. One committee asked a mortician to speak. 
His talk was most enlightening. We learned 
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many things about the viewpoint of his profession 
and about things we did, or did not do in cases of 
death, which made the funeral director’s work 
difficult. Last month a new doctor on our staff 
interestingly described Sister Kenny’s work on 
infantile paralysis. The doctor also told of work 
on that disease which had been done at General 
Hospital, Minneapolis, in which she herself had 
participated. The month before, a visitor from 
a neighboring town described and displayed her 
personal collection of dolls from many lands. With 
the world situation such as it is, the dolls did, 
indeed, become peoples. We are now looking 
forward to a meeting when a sightless young lady 
will describe her training and experience with her 
“Seeing Eye.” She will have her dog with her. 


Factors That Determine the Quality of 
Hospital Service 


I am not able to state what is the minimum 
average number of patients a small hospital must 
maintain to be self-supporting and to give good 
service; but my personal opinion is, that, whether 
large or small, it is the policy of the board of 
directors, the type of personnel, the attitude of 
the community, and, most of all, the attitude of 
the medical staff, which determine the type of 
service the hospital gives the patient. However, 
a good hospital is not produced by the doctor, the 
trustee, the nurse, or the helper, but by the co- 
operation of all concerned, and it is maintained 
because of a community need and appreciation. 


It is again my personal opinion that salaries 
should be larger in small hospitals in rural areas 
than they are in urban hospitals. Information 
received from questionnaires sent to all hospitals 
in the State of Minnesota by the Council on Ad- 
ministrative Practice in 1940, showed the opposite 
to be true. Replies revealed that salary averages 
in hospitals of fifty beds and under, were less 
than the salary averages for the state as a whole. 
These, smaller hospitals also generally showed 





longer working hours as well as indifferent health 
examinations. Perhaps these are some of the 
reasons why professional persons are hesitant 
about taking positions in rural areas. 


The Small Hospital’s Best Investment 


I believe that the best investment possible in 
a small hospital is in a competent personnel. 
Bright, new equipment, and modernistic furniture, 
are very fine; but, if it comes to a choice between 
such things and bells being answered promptly, 
meals served hot, and rooms immaculately clean, 
I believe that the unanimous choice of patients 
would be for prompt care rather than for splendid 
equipment. Shorter consecutive hours, with the 
courtesy of posting time off at least two weeks 
in advance, earned advances in positions, and 
salary raises, will pay dividends in a more alert 
personnel. However, a criticism, made by many 
administrators of several newly graduated pro- 
fessional people, is that the salaries and hours 
they expect, take precedence over their interest 
in the care of the patient. 


There is no place in the small hospital for the 
person who resents doing work that is not def- 
initely in his sphere or who does not find it in- 
teresting to stay on duty to help in cases of 
emergency, without immediately counting the 
number of hours he has coming. Sometimes I 
wonder if, in all of our discussions about finances, 
collections, working hours, and education, we have 
not lost sight of the patient. Service to the 
patient as an individual, rather than as an inter- 
esting scientific study, should be the first con- 
sideration of any hospital. For the welfare of 
the patient there is nothing more important than 
a cooperative personnel. If everything possible 
is done for the welfare and interest of the per- 
sonnel one can say, ‘We have first considered the 
welfare of the patient, next that of the personnel. 
Now, in return, we expect the very best you have 
to give for the welfare of our patients.” 


—— 


Mary Skeoch Resigns 


Mary E. Skeoch, superintendent of St. Luke’s 
Hospital, Marquette, Michigan, since 1929, and 
directress of St. Luke’s School of Nursing, re- 
signed, effective March 25. Miss Skeoch went to 
St. Luke’s from the superintendency of the Jane 
M. Case Hospital, Deleware, Ohio, and previous to 
that assignment was assistant superintendent and 
directress of nursing at the Deaconess Hospital, 
Buffalo, New York. 


Miss Skeoch was born in Corunna, Ontario, and 


May, 1941 


was educated at the Stratford Normal School, the 
Farrand Training School for Nurses, and the Uni- 
versity of Chicago. She is a member of the 
American Hospital Association, a Fellow of the 
American College of Hospital Administrators, and 
was President of the Michigan Hospital Associa- 
tion in 1937. 


Alice E. Snyder, who succeeded Miss Skeoch at 
St. Luke’s took over her new office April 6. 





National Preparedness Program in Hospitals 


Resident Medical Staff, Interns, and Residents 
RAY M. AMBERG . 


first World War, hospitals were handicapped 
» by the withdrawal of a large proportion of 
their staff, interns and residents, as well as mem- 
bers of the senior staff. At that time the Sur- 
geon General recognized the needs of protecting 
the civil hospitals, medical schools, and the public, 
and every effort that could be made toward that 
end was attempted. The Surgeon General’s task 
at that time was the recruiting of a medical corps 
of at least 20,000 physicians and surgeons and, 
because the premise in war is that the needs of 
the Army and Navy come first, the immediate 
problem of the care of civilians was overlooked 
somewhat and mistakes were made and remedied 
only after they had been recognized. 


TT sest Wona wa, years ago, at the time of the 


Efforts at Medical Protection for Civilians 
in World War I 


Early in World War I, instructions were sent 
to 700 hospitals and all medical schools calling for 
the reorganization of their staffs on a war basis 
with a view to releasing as many as possible for 
service. It was requested that the staff be di- 
vided into those who could be spared and those 
who were in immediate demand in the service of 
the hospital or school and to indicate those who 
were members of reserve corps. Of those who 
could be spared, all who were not already mem- 
bers of the reserve corps were urged to join at 
once. The importance of those who were to staff 
the civil hospitals was gone over and the name of 
every man who was a member of the reserve corps 
was placed in a special inactive file. 


The Surgeon General’s office noted that, al- 
though these precautions were taken to protect 
the status of civil hospitals, mistakes occurred 
and many men were ordered out due to the fact 
that their status was not clear but in each case 
where an error was drawn to the attention of the 
Surgeon General’s office, it was immediately cor- 
rected whenever possible. In retrospect it seems 
that, after the problem was recognized, every ef- 
fort was made to protect the civilian population 
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through the allowing of as much time as possible 
for reorganization of hospital staffs. 


A proper appreciation of the Surgeon General’s 
problem can be had when one thinks that the 
standing army had been accustomed to a medical 
corps staff of about 500 and were suddenly faced 
with the necessity of expansion to 20,000 physi- 
cians and surgeons. The present problem is less 
difficult because an expansion from approximately 
1000 to 7000 is the immediate objective. 


Better Understanding of Status of Interns and 
Residents Needed for Future Staff Planning 


Hospitals today are much greater in number 
than in the past war. The training of interns and 
residents has taken on a new status and the prob- 
lem, while much the same as previously, must be 
faced with the same attitude toward mutual un- 
derstanding. I have called your attention to the 
fact that during the past war the Surgeon Gen- 
eral sent instructions to 700 hospitals and med- 
ical schools concerning the handling of the prob- 
lem. To my knowledge, no instructions have been 
received by hospitals to date. Much discussion, 
much conjecture, and much apprehension is ex- 
pressed by administrators of hospitals every- 
where. Interns and residents do not seem to be 
clearly informed as to just how the Defense Pro- 


gram is to affect their life and training program. 


The civilian population has expressed no concern, 
trusting to the hospitals to solve the problem of 
proper staffing. 


In discussing the problem of internships and 
medical students with the Dean of our Medical 
School, I find that Dean Diehl seems to have con- 
fidence that the program for training medical stu- 
dents can be carried on without interruption or 
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serious inconvenience. He informs me that hos- 
pital interns who are graduates of medical schools, 
or medical students in their fourth year who have 
not been called by their local draft board, may 
enlist in the reserve corps and if they are called 
after that by a local draft board, they may be dis- 
charged on proper claim presented on the ground 
that they are “in the military service of the 
United States.” 


Status of the Resident 


The status of the resident is not so clear as that 
of the medical student or intern. Hospitals which 
have established a resident system, or systems 
which provide an organization for resident staff 
which includes men who have had more than an 
internship, might have to reorganize their resi- 
dencies in order to cooperate in the defense pro- 
gram. There may be an acute shortage of resi- 
dents, and such has been reported by several hos- 
pitals to the present date. Residents who are 
subject to the draft may ask deferment by their 
local draft boards on the basis of their importance 
to the hospital. The Army and Navy, it might 
be pointed out, are willing to accept as a medical 
officer anyone who has completed his internship. 


The burden of convincing the authorities that 
the resident is an essential part of the hospital 
organization rests upon the hospitals themselves. 
In our own institution residents who have not 
gone very far into their three year training pro- 
gram and who have been called for duty are en- 
couraged to accept duty and complete their resi- 
dency requirements after discharge. Residencies 
which are organized on a three year basis to meet 
the requirements of specialty boards are going to 
be difficult to administer because of the problem 
of the returning resident who finds his place filled 
by a physician who hopes to carry on to comple- 
tion the residency requirements. Provision should 
be made, if possible, to protect staff members 
going into the service, so that their position will 
be available upon their return. At present the 
plans of the defense force do not contemplate the 
use of civilian hospitals to a great extent except 
possibly in case of a great emergency. It is well, 
therefore, for hospitals to keep this in mind. In 
order to cooperate, it should make plans very far 


in advance, so that it could operate successfully, if 

the size of its staff had to be cut to a minimum in» 
order to release as many as possible for military 

service. 


Local Draft Boards Must Be Familiar with 
Medical Needs of the Community 


Directors of medical schools have pointed out, 
it seems with success, that the flow of trained 
physicians is essential to the welfare of the Army 
and Navy as well as to the civilian population. 
Hospitals must convince the same people as to the 
needs of their own institutions. At this point it 
might be well to state that the key to the proper 
handling of the deferment of all registered under 
the draft rests in the proper understanding by 
local draft boards of the essential need of the 
communities for the retention of students in train- 
ing and of hospital staffs. The local corps area 
surgeon is the one to contact in regard to the prob- 
lem that concerns members of staffs with reserve 
commissions. 


Summary 


In summary, may I say that I am sure that the 
hospitals’ problems in regard to staffing will be 
difficult but not impossible. May I again reiterate 
the following: 


1 In making request to draft boards or corps 
area surgeons for deferment of hospital staff 
members, it is important to give all possible per- 
tinent information both concerning the individual 
for whom deferment is requested and the institu- 
tion which he serves. 


2 The request for deferment must primarily be 
based on the need for the institution and the com- 
munity it serves and only secondarily on the ad- 
vantage to the individual. 


3 Hospital authorities would do well to contact 
local draft and appeal boards and cooperate with 
them for a basis of mutual understanding (ex- 
ample, Washington, D. C.) 


4 Finally, hospitals have a patriotic duty to 
make every possible effort to be of service to their 
country and must be willing to make whatever ad- 
justments are necessary in so far as it is hu- 
manly possible. 
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Conservation of Supplies 


ANTHONY J. J. ROURKE, M.D. 


T THIS time, more than ever before, we 
A need clear, honest, straightforward think- 
ing. We must not allow our minds to be- 

come side-tracked in the problem of our individual 


hospital at the expense of the democracy which 
we hold so dear. 


Should we at every chance possible buy against 
scarcity and hoard supplies? Should we at every 
chance possible buy against an anticipated price 
rise? Granted that civilian health is of major 
importance to any nation and particularly at a 
time like this, I still think we should not become 
hysterical and jump into a market that is dimin- 
ishing and create a panicky situation; nor do I 
think we should plunge into a rising market and 
thereby drive prices still higher. Of course, we 
have changed, and we must continue to change, 
our pattern of buying in order to anticipate de- 
lays in delivery due to Government priorities at 
the factories and the delayed transportation of 
goods especially here on the West Coast. On 
many of our stock items we will have to watch 
our inventories more closely and we can no 
longer order when the item is exhausted and 
depend on. rush orders. 


It is our duty to our country and to the pro- 
fession we represent to see that our patients are 
adequately cared for in a safe manner and at the 
lowest possible cost. To do this during the present 
crisis we must look two ways, first, to honest, 
patriotic, democratic buying, and second, to the 
conservation of supplies once they are purchased. 
We should also remember that perhaps during the 
next six months we may be pressed the hardest 
because of the tremendous Federal buying to stock 
and supply the great number of new hospitals 
being built by the Government. 


Hospital Aids in Defense 


Now is the time for every administrator to get 
his personnel together and instill in them the 
ideals of the democracy we are rushing to defend. 
Now is the time to point out that every article 
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saved which was formerly destroyed by careless- 
ness is an overt act in the matter of defense, and 
that such conservation, multiplied by the number 
of employees in each hospital, and then by the 
number of hospitals in the United States, would 
be a sizable step towards defense. We should 
stress now that economy within the _ hospital 
means more than reduced deficits, that it may 
mean a continuation of the free way of life which 
we all cherish so much. We should stress the 
sacrifice made by the men between twenty-one 
and thirty-five who are giving twelve months— 
three hundred and sixty-five days—out of their 
lives to maintain this last stronghold of democ- 
racy. If we can adequately impress the matter 
of duty upon the personnel of our institution we 
have accomplished 90 per cent of our task. 


We have always needed a stimulus and a reason 
to put across a conservation program in our hos- 
pitals, and the saving of dollars and cents has 
been most uninteresting to the lower bracket em- 
ployees, but today we have a reason, in fact no 
better reason ever existed. No greater stimulus 
has ever existed for conservation. We should 
picture to our hospital family the rubber saved 
in our hospital finding its way into the tires for 
cars and trucks in our defense activities. Visual- 
ize for them the glass and mercury saved in 
thermometers finding its way into precision in- 
struments in our bombers and pursuit planes. 
Describe for them the drugs saved filling the kits 
of our combat surgical units. Point out the prob- 
lem facing Uncle Sam today in clothing his million 
men under arms, and I am sure they will see the 
necessity of using every type of textile coming 
into our hospitals with respect. We should en- 
courage our group to visit, if possible, one of the 
large military camps in our area and they cannot 
come away without realizing the problem in build- 
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ing materials, paint, plumbing and electrical 
equipment. And when we have put across our 
philosophy of democracy, and our part in defend- 
ing it, we should calmly and collectively start a 
very systematic survey of our hospital. 


To list all the specific items which should be 
studied would make this paper much too long, but 
for purposes of example I will cover a few, and 
please do not consider my suggested items as ones 
in which you may anticipate a marked price or 
scarcity, there may or may not be both. 


Catgut 


Catgut as you know is of vital importance in 
military and civilian surgery. Hospitals in the 
East are reporting delays in delivery. I would 
suggest that your staff survey its use during the 
past two years and then ask for suggestions from 
your nursing personnel in the operating room. 
If you hope to conserve any article you must know 
the amount of use prior to your efforts and you 
must keep the men in the trenches informed as 
to the result of their efforts. We are just start- 
ing on this problem and as a first step we are 
saving all discarded catgut, regardless of length, 
for a period, at the end of which we plan to sit 
down and review the subject for ways and means 
of conservation. Already by focusing the atten- 
tion of operating room personnel upon the subject 
we have had several suggestions. 


Rubber Goods 


Let us now consider the matter of rubber goods 
in our hospital. . This would include rubber gloves, 
rubber wicks and drains, rubber catheters, rubber 
water bottles, rubber ice bags, rubber sheeting 
and perhaps several other items I have not men- 
tioned. As you know rubber may be damaged by 
mechanical injury or by excessive heat; therefore, 
let us first turn our thoughts to methods of ster- 
ilizing. 


How long has it been since you have reviewed 
methods of sterilizing rubber goods? Would this 
not be an excellent time for you to designate 
Some one on your staff to review the current 
literature and texts regarding modern methods 
of sterilization? Remember rubber gloves will 
not stand up under thirty pounds of pressure for 
forty-five minutes for very long. Are you abusing 
the rubber goods in your hospital? First, find 
out your yearly use before this study; second, 
study newer methods; third, inform your staff of 
the success of their efforts. 


Linens 


Every hospital has large sums invested in 
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sheets and pillow cases. Do you know whether 
the wear your sheets are giving is above or below 
the average? Is linen being conserved in your 
hospital? How nearly are you coming to the 
pounds per patient day of laundry described in 
the report put out by the American Hospital 
Association at its Toronto Meeting? Is your linen 
inventory so low that the sheets actually have to 
be pulled through the laundry to get them back 
on the bed? Is your laundry equipment so dilapi- 
dated that it is wearing and tearing your linen? 
How many adult size blankets come back from 
the laundry too small for your cribs? 


Glass and China 


Next let us consider the breakage of glass and 
china wear. We admit it is a problem and always 
has been. Many methods have been devised to 
cut it down, but there is always a way of beating 
our methods and the breakage continues. I would 
suggest the collection of broken glass and dish 
wear for a three month period. Place this col- 
lected mass on a table in a conspicuous place and 
say nothing. It has had a very beneficial effect. 


Food 


Every hospital administrator is aware that 
about 25 per cent of his hospital budget is spent 
in his dietary department. The major portion 
of this 25 per cent is spent, as you realize, in the 
purchase of food. A strong, cooperative, work- 
ing arrangement should exist between the dieti- 
tian, the purchasing agent, and the superin- 
tendent, so that advantage may be taken of a 
flush market on various foods when it exists. 


A good deal can be done by your dietitian if 
she has imagination in her menu writing as well 
as adequate knowledge of the current market and 
anticipating shortages which may be due to 
weather conditions and crop failures. Perhaps in 
no other department of the hospital can waste 
reach such gigantic proportions as in the serving 
of food. The dietitian should be in constant touch 
with the patients and the hospital personnel so 
that she can take advantage of their likes and 
dislikes and at the same time minimize waste. 


Have you been planning for the past several 
years to consider equipment for making your own 
ice cream, a new oven to do a greater amount of 
your own baking, a new steamer to take advan- 
tage of additional methods of food preparation, a 
new vegetable peeler and cutter to reduce the 
cost of hand labor now spent in this task? Now 
is the time for you to pull such subjects out of 
the pigeon hole in your desk and reconsider them 
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Perhaps the 
“You must spend money to save 
money,” will be more evident today than ever 
before. 


in the light of the present crisis. 
old adage, 


How many of you find everything from false 
teeth to surgical instruments in the linen coming 
to your laundry? Do you ever consider how much 
may go out in your garbage and refuse which is 
never recorded? Here again depend upon edu- 
cation. 


Such hospital fluids as ether, alcohol, benzine, 
saline, boric, etc., become very matter of fact be- 
cause they are so available. Stop and review their 
uses. 


Instruments 


Instruments, particularly the German, Swedish, 
and English, as you know are not available. How 
can we save on instruments? Perhaps more im- 
portant than in peace time is a good repair pro- 
gram. The old saying, “That a stitch in time 
saves nine,” is very applicable here; a little repair 
work early frequently saves the instrument. Per- 
haps we will be slower to discard our needles, and 


a good mechanic with the proper tools can do 
great things with our mechanical equipment 


And so you may go from item to item and there 
is no better time than right now. May I repeat, 
first, find out the normal use prior to your study, 
second, review modern methods of use as con- 
trasted to your own, and, then keep your per- 
sonnel informed as to the success of their efforts, 


Not being a westerner of very long standing I 
was interested last summer in a proposed trip of 
one of our staff into the High Sierras. For six 
weeks before this trip he walked a few miles 
every day with a pack and in shorts. I under- 
stood the pack and the walking but I did not 
understand why the shorts around San Fran- 
cisco. He soon explained that to start out in the 
high altitudes with bare knees would mean a 
crippling sunburn. 


And so with our hospital defense in a democracy 
we have some high climbing ahead—let us start 
increasing the load in our pack gradually, and 
let us get into our shorts gradually, so if the 
awful day of war comes, God forbid, we will not 
“get our knees burned.” 
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Governor Stassen of Minnesota Signs Hospital Service Contract 





Left to right: Arthur M. Calvin, Abbott Fletcher, Governor Harold E. Stassen of Minnesota, Victor M. Anderson, and 
Dr. Peter D. Ward 
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The National Youth Administration 


in Government Hospitals 


LEWIS L. REESE, M.D. 


used to great advantage in hospitals entitled 

to its services. It has proved to be of in- 
estimable value in aiding and complementing the 
work done by the usual subsidiary workers and 
clerical staff and their workers can be trained and 
developed to serve in many other departments of 
the hospital. 


Toe National Youth Administration can be 


About eight months ago our institutions were 
faced with a deficiency of clerical and subsidiary 
workers. This deficiency was due to increased 
patient service. The salary budget would not per- 
mit the direct addition of increased personnel to 
properly care for the additional services needed. 
At that time we contacted the State Director of 
the National Youth Administration with the idea 
in mind that we might be able to procure several 
stenographers and filing clerks to aid us in the 
various clerical offices. During the interview, the 
State Director mentioned that he had been ap- 
proached by a number of young women who had 
asked him and his assistants if there were any 
place in the National Youth Administration Pro- 
gram where they might serve in hospitals and 
act as aides to nurses, so as to find out whether 
or not they would like to take up nursing. 


The idea then occurred to us that perhaps these 
young women might be trained as ward attend- 
ants or nurses’ assistants, and thereby become a 
valuable adjunct as subsidiary workers. A Na- 
tional Youth Administration Project was then 
drawn up with a long range view, and from a 
small beginning, it has developed into a rather 
elaborate project with 85 workers now on duty 
who have received training in practically all of 
the departments in the hospitals. 


The National Youth Administration Project 
here in these institutions has been of great value 
to us and has worked out exceptionally well. We 
have the full cooperation of the State Director, 
Bruce E. Carter, and the Assistant Director, Mor- 
ton Harrison. We are planning on increasing the 
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project again, and would have done so several 
months ago if it had not been that a number of 
the young men and women available in this state 
on the National Youth Administration projects 
were called to work on the military Selective Ser- 
vice Draft Boards. 


Formation of the Project 


In the formation of this project we instituted 
what we believe has been one of the main reasons 
why the hospital project has worked so well here. 
In the past, I know certain government agencies 
working in some institutions have not been en- 
tirely satisfactory to the administration in that 
there was difficulty in keeping them under the 
control of the administration. In setting up the 
project here, we insisted at the very beginning 
that the local supervisor of the project be selected 
by the administration of the hospitals. We se- 
lected Mrs. Eva Dunning Deardorf, who had been 
a supervising nurse. She was chosen because she 
was thoroughly acquainted with every department 
in the hospitals and their needs. She was of the 
type and personality who could get along with 
the young women and men who would be assigned 
to the project, and who was dynamic and aggres- 
sive enough to direct such a group and keep them 
under control. We anticipated an early placing of 
a number of these young women on the wards as 
assistants or nurses’ aides. 


The State Director of the National Youth Ad- 
ministration agreed to allow us to name our local 
supervisor. This has been, in a large measure, 
the reason of the success of this project. 


To begin with, we gradually took on only a 
small number (10) of these young women at a 
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This group works daily the first two weeks of each month 


time. The local project nursing supervisor started 
to train those ten women, and additional workers 
were not placed on duty until the previous group 
had been trained to such a point that they would 
not need constant supervision. Before any of 
these youths were placed on duty, they were sub- 
jected to a physical examination. 


We have now had over 100 of these youths in 
our employment. Out of the 100 youths, nine 
have left the project for the following reasons: 


One resigned (to care for her own child) 

Two voluntarily left to be married 

One entered a school of nursing 

One moved away from the project 

One obtained private employment 

Three were dismissed because of frequent 
absences 


In addition to these, three other workers were 
found to have such qualifications that they were 
taken off the National Youth Project, and placed 
on the permanent payroll of the hospital. 


The National Youth Administration workers 
here in these institutions work daily from 8:00 
a. m. to 4:30 p. m., with 30 minutes for lunch. 
The youths are 18 to 25 years of age. We have 
now 85 youths working during the 30 day monthly 
period. We have these youths divided into two 
sections: (1) working the entire day for the first 
two weeks of each month; (2) working the last 
two weeks of each month. We found that this 
arrangement was better than having the two 
shifts daily as is advocated by some projects. 
Workers are allowed to work 80 hours per month 
on the local project. By this system, two trained 
workers cover each position for the entire month. 
We are allowed to have these workers Saturdays, 
Sundays, holidays and on night duty, providing we 
conform to the 80 hour per month regulation. 


A written list of duties is posted in an easily 
accessible place where it can be easily read, and 
is accompanied by definite instructions. 
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Objectives 


The object of the National Youth Administra- 
tion is, of course, to teach and train these yeuths 
in some form of endeavor that may be of value 
to them later in life so that eventually they can 
put that training to use and find some position 
in the outside world. The aim of the Nurse-Aide 
Project in the hospitals is to prepare qualified in- 
dividuals to help meet community needs in assist- 
ing with the care of the sick where the preparation 
and skill of a registered nurse is not required for 
continuous service as determined by the physician. 


In conforming to this principle, the hospitals 
here have planned a definite schedule of lectures, 
practical demonstrations and other training meth- 
ods to give these youths so as to train them for 
their future vocations and also to train them to 
be more valuable to the hospitals as subsidiary 
workers. 


In the beginning, in order to hasten their train- 
ing and value to the hospitals, they recéived a 
daily one-hour lecture with practical demonstra- 
tions in the various hospital procedures and tech- 
niques. Now they receive only two hours per 
week. 


All of the workers on this project, both male 
and female, have been uniformed. The hospitals 
bought the material and the National Youth Proj- 
ect outside the hospital made the uniforms. The 
girls on the project wear a tan or beige colored 
uniform with maroon letters, N.Y.A. embroidered 
on the left chest. The men on the project wear 
tan coats or jackets, or white orderlies uniforms. 
The uniforming of the youths is an important 
factor in identifying them throughout the institu- 
tions, as well as adding to their professional 
appearance. 

Types of Workers 


The National Youth Administration workers 
are divided into two main groups or types of 
workers. One is called the “Public Service Work- 
ers” group, and this includes stenographers, sec- 
retaries, typists, filing clerks and other clerical 
workers. The other group is called “Nurse Aide” 
or “Nurse Assistant” group and consists of work- 
ers who are not trained or skilled in any one 
particular line, such as typing, shorthand, filing, 
etc. 

Nurses’ Aides or Assistants 


(Working on the hospital wards) : 
1 Working on the wards of the hospitals as 


nurses’ assistants or wards attendants........ 15 
2 Working as dentist’s assistants in the dental 

ROO 5 Biers. c Pe Sri tio oie! Gi ws OAS REE MERON 2 
3 Working as assistants in the physiotherapy 

MERON GS 5 oss akc aie less scg ees d catele ore ecasie® 2 
4 Working as assistants in the out-patient de- 


NUM EMMITAUES 95550 5.6% cin or c's erase bles etniers ctw epibersrees 
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5 Working as an orderly or assistant in the 
DIMMER POUL s 5ie50) 0's ole se Sane Oe eleva aie ec arerains 1 


6 Working as helpers or assistants in the laundry 2 
7 Working on the sewing machines in the sewing 


ROME Soa oo: a oat slat gleretelnaiel ea Relea eae aera eae 1 
8 Working as assistants in the central supply 

MOEN soi hace cies eelig Ci ais HOR Mavelauaes 3 
9 Working as assistant in the clinical laboratory. 1 
10 Working as assistants in the kitchens......... 2 
11 Working as nurses’ aides and assistants in sur- 

MAN Sat of ai pt oh a ar bps pot tas Wr oi oc o ae oo aa e a ai wa alah ee 4 
12 Working as an assistant in the pharmacy..... 1 


Public Service Workers 
(Secretaries, stenographers, file clerks, etc.) : 


1 Working as an assistant in the storeroom...... 1 
2 Working as an assistant in the x-ray depart- 
RRIMINOT sor o> Sako Gps or ec aterax sera Lele O Rae wae ae 1 
3 Working as an assistant in the admitting de- 
WMEMEINCRNG 5 5<s.5, 0,6'a 3/5001. 0 ae alate ee Ae aae ame aoe 1 
4 Working as assistants in the record room...... 2 
5 Working in the mimeographing department... 1 
6 Working as an assistant in the anatomy depart- 
ment of the School of Medicine.............. 1 
7 Working as secretary in the physiology depart- 
ment of the School of Medicine............... 1 
8 Working as “Service Secretary” in the gyneco- 
IOGEAR CEPALtIMNONG he. 6.6 ccs vccee eee ve ee wnnes 1 
9 Working as an assistant and secretary in the 
CHRIIONS OOO. a6 ic ce tied oacidlela wale aResone 1 
10 Working as assistant and stenographer in the 
DHBENCHOY OUNEE! oi a'c:c tle cles selow eee sea cdlueweaile ee 1 
11 Working as assistant in the photography de- 
ROMPIRONG oo ie cele deibkmnacereudeaverae we ws z 
12 Operating the Recordak Machine in the record 
MAMANME alesis, < oats eigic/o's ath a Alexa Sere Wachee tne oa wiwinie es 1 
13 Working as clerk and stenographer in the nurs- 
NER OUNGG 65.0/ 0.S.0's cies sata salen iral eet sia clawed Gane 1 
14 Working as secretary in the clinical laboratory 1 


Method of Training These Workers 


I have heard on several occasions that some 
hospital department heads and head nurses did 
not wish to take the time to train these employees 
in their various duties. That statement was made 
here by several of our head nurses; however, it 
has been found that the period of training re- 
quired for these individuals was no longer than 
the period of training required for training any 
individual who was placed on the hospital payroll. 
We estimate that these National Youth Workers 
can become reasonably efficient in any department 
of the hospitals in approximately one month or 
less. Their training depends upon the cooperation 
between the local project nursing supervisor and 
the heads of the departments supervising their 
work. They could be intensively trained in a 
period of from two to three weeks. We have found 
that they are of real value in every department. 
Naturally, their value increases with their experi- 
ence and the amount of training and supervision 
they receive. We have experimented here with 
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NYA worker learning how to make a bed 


their work and on several occasions have found one 
or two head nurses who decried taking the time 
to train these individuals. However, we noticed 
that as soon as the workers were removed from 
that particular unit, the loss was immediately and 
greatly felt, and afterwards, that particular head 
nurse was only too glad to spend time to train the 
worker in return for the services she received. 


We have also experimented with trying to fit 
these workers to the work in which they were 
interested and personally liked. We are of the 
opinion that the hospital benefits by having the 
workers satisfied with the work to which they are 
assigned. In view of that, we tried a system of 
rotation of the workers in the various depart- 
ments, and we found that some of these workers 
were better fitted and adapted to do certain de- 
partmental duties than were others. In a short 
time each worker found his or her proper niche. 


An outline is given of the duties that the nurse- 
aides or nurses’ assistants have been taught to do 
on the wards of these hospitals, thereby relieving 





This group works daily the last two weeks of each month 





61 















the nurses of those duties. It might be stated 
here that these National Youth workers have been 
taught practically all of the ward technique and 
procedures except the technical ones which still 
remain solely in the domain of the nursing depart- 
ment. 


The term “subsidiary workers” as used here 
includes all persons, other than registered grad- 
uate nurses, who are employed in the care of the 
sick such as so-called “licensed undergraduate 
nurses,” “licensed practical nurses,” “ward help- 
ers,” “orderlies,” ‘nurses’ aides,” “nursing aides.” 


Duties Taught to Nurses’ Aides 


1 Beds and bedmaking 
a—Closed, open, and ether beds 
b—Making the patients comfortable in bed and 
attending to their usual requests 
2 Moving and turning helpless patients 
3 Bathing patients 
a—Tub baths 
b—Bed baths 
c—Care of the mouth, hair, nails, ete. 
Care of skin 
a—Methods of preventing decubitus 
b—Treatment of decubitus 
Relief of common hospital patients’ discomforts 
(Their causes, prevention, and treatment) 
What to observe about a sick person’s general con- 
dition 
Temperature, pulse, and respiration taking 
8 Assistance in the examination of patients 
a—Acting as chaperone in pelvic examinations 
b—Acting as the doctor’s assistant during the 
examination 
Local applications for inflammation and conges- 
tion 
(Method for ice bags, hot water compresses, foot 
baths, poultices, etc.) 
10 Preparation for gynecological and urological ex- 
aminations and treatment 
11 Simple enemas 
12 Sponge baths and alcohol rubs 
13 Measures for prevention of simple infectious con- 
ditions 
a—Simple aseptic techniques 
b—Isolation technique for contagion 
c—Disinfection of contagious dishes, etc. 
14 First aid 
15 Diversion and entertainment for patients as rec- 
ommended by physicians 
(Reading, crafts, games, etc.) 
16 Care of bodies after death 
17 Taking patients to treatment and dressing rooms, 
clinics, surgery, etc. 
18 Listing clothes of new patients for approval by 
head nurse 
19 Assisting patients to dress, walk, or get in and out 
of bed, or going to and from the bath room 
20 Answering patients’ signal call lights to ascertain 
patients’ needs 
21 Weighing patients 
22 Assisting in sitz baths 
a—Taking patients to and from baths 
b—Staying with patients during the treatment 
23 Assist with the application of ordered restraints 
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24 Take patients to cashier’s office on discharge, an: 
to the discharge office 
25 Carry trays to patients and return them to tra” 
carrier 
26 Feed patients unable to feed themselves 
27 Pass nourishments 
28 Check nourishment glasses, wash and replace 
29 Clean and distribute water pitchers and glasses 
after same have been checked by nurses 
80 Care of dishes and equipment in the serving 
kitchens in the absence of the ward maids 
31 Care of bed pans 
a—Clean and sterilize bed pans and urinals 
b—Remove soiled covers and replace 
c—Keeping suction and drainage bottles clean 
d—Filling ice caps and collars 
32 Sort and count all linens (clean and soiled), and 
check with the head nurse 
a—Keep linen room clean © 
33 Assist in preparation and packaging of surgical 
and obstetrical packs and supplies for sterilization 
34 Assist in packing drums 
385 Cleaning of bedside tables, beds and other ward ° 
equipment : 
386 Washing and care of rubber goods 
(Aprons, Kelly-pads, treatment rubbers—pillow 
cases, sheets, hot water bottles, ice caps, gloves) 
(wash, boil, mend, and powder) 
37 Dusting the furniture in the wards and rooms 
38 Keeping the ward in order 
a—Beds in line 
b—Window shades at proper level 
c—Chairs and stools in proper place 
39 Changing cubicle and screen curtains 
40 Keeping oxygen tent apparatus in order 
a—Delivering tent to and from unit when needed 
b—Keeping container filled with ice 
c—Emptying drainage pans— Change oxygen 
tanks when necessary 
d—Returning tent to proper place after checking 
41 Assisting in preparing ward for rest period 
(Open windows, draw shades) 
42 Care of patient’s flowers 
43 Ward assistants in handling visitors during visit- 
ing hours 
44 Messenger service to storeroom, laboratories, laun- 
dry, pharmacy, x-ray, and other departments 


The duties mentioned do not include those of 
the “Public Service Workers” group which in- 
cludes stenographers, clerks, etc., in the various 
departments of the hospitals not on the wards. 
The service rendered by these workers here in 
these institutions far outweighs the time that has 
been spent in training them for these duties. 


We have not had any difficulty with diminishing 
ranks and our workers have been on duty for 
eight months except for the nine youths who left 
the project as mentioned above and the three 
youths placed on the hospital payroll. 


The workers that we have here now have all 
been thoroughly trained and will help solve our 
summer vacation and illness relief problem with- 
out the necessity of relief workers being added 
to the payroll. It has been estimated that the 
85 workers that we have now on duty, are giving 
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us the equivalent of $1,440.00 worth of labor per 
month or an annual total of $17,280.00. 


The State Director of our National Youth Ad- 
ministration and we now look upon the National 
Youth Administration Hospital Project such as 
ours as having definite possibilities of fitting into 
the National Defense Program. Government hos- 
pitals should encourage and develop these proj- 
ects on this basis. We are directly training these 
young women and young men to be of future 
service in military hospitals should their services 
ever be required in the event of an emergency. 


In addition to this, in the event of a dire na- 
tional emergency, the government hospitals could 
train these workers and make them available to 





NYA worker preparing patient’s tray from food conveyors 


military hospitals, civilian hospitals, and other 
needed places within a period of from two to three 
weeks. They would be a vital factor in furnishing 
these hospitals with trained hospital “subsidiary 
workers.” 


It is recognized that this article will not fit 
every hospital. No doubt it will need modifica- 
tions if it is to be adapted in various institutions 
and communities, but this article may serve as a 
guide in establishing projects where some measure 
for the control of the practice of subsidiary 
workers has been devised and it may be of 
assistance in assigning and supervising this sub- 
sid‘ary group. 
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NYA worker photographing old patients’ records with the 
Recordak machine 


Summary 


1 The use of a National Youth Administration 
Project in your hospitals will prove to be a valu- 
able adjunct to your subsidiary workers group, 
and to your clerical and office staff, and to your 
patient service. 


2 The secret of proper regulation and control 
consists in appointing your own local project 
supervisor who is thoroughly acquainted with 
your institution, its departments, and their needs. 


3 The young men and women thus employed 
can be trained in a relatively short time to carry 
out practically all of the hospital procedures and 
techniques except those of a professional and tech- 
nical character. 


4 Their period of training is comparatively 
short and has been proven to be of no additional 
burden to departmental heads. 


5 The training of these workers in the various 
hospital procedures may be regarded as an item 
in the National Defense Hospital Program and 
can be developed into a more extensive one. 





NYA workers cleaning instruments while serving as nurse- 
aides in surgical unit 
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William Henry Walsh, M.D. 


There are but few of this generation who have 
made as large a contribution to the betterment 
of hospital service as Dr. William Henry Walsh. 
His influence was not limited to this country alone, 
but extended to other continents. For a quarter 
of a century he has been recognized as an inter- 
national hospital authority. 





Gifted with an intimate knowledge of hospital 
procedure gained the hard way, through active 
hospital administrative experience, and with an 
unusual ability to analyze and understand hos- 
pital problems, he combined these attributes with 
an intellectual integrity that was readily evidenced 
in the results of his study of hospital organiza- 
tions and hospital planning. 


In every way Doctor Walsh discharged his full 
obligation as a citizen both in military and civil 
life. He was a veteran of two of his country’s 
wars and served with distinction in both. As a 
private in the ranks in the Spanish-American 
War, and as a commanding officer of a Base Hos- 
pital in the World War he discharged his duties 
faithfully and well. In civil life he gave the work 
he undertook to do a faithful and unselfish devo- 
tion. Positive in his considered beliefs, emphatic 
and forceful in. his advocacy of any cause to which 
he subscribed, he maintained his principles with 
small regard to personal interests or expediency. 


The activities of his life were varied. His mo- 
tives were constant. His accomplishments as a 
Sanatarian, a physician, a hospital administrator, 
and a hospital consultant were of the highest 
order. 
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The service in which he took his greatest pride 
was with the American Hospital Association. He 
was its first executive secretary, serving from 
1917 until his assignment to duty in command of 
Base Hospital No. 58 in France. Upon the death 
of Dr. A. R. Warner in 1924 he was selected as 
the executive secretary a second time and served 
until 1928 when he resigned to devote his entire 
time to his work as hospital consultant. 


During his terms as executive secretary he 
formulated a constructive plan for the develop- 
ment of the Association. He established the first 
educational and technical exhibit at its annual 
conventions. He helped to establish the Bacon 
Library and contributed a large part in developing 
it as a primary service of the Association. He 
planned and in a large way promoted the purchase 
of the Association headquarters property and 
lived to see the last bonded obligations on its real 
estate called for payment. He served on many im- 
portant committees, and was a member of the 
Editorial Board of HOSPITALS, the establish- 
ment of which he advocated for many years. He 
was the friend, counsellor, and advisor of the As- 
sociation’s administrative officers until his death. 


The hospital field loses a personality that can 
be poorly spared. His experience in every line 
of hospital endeavor is greatly needed at this time 
and in the difficult days that may lay before us. 
In many ways the lessons he taught, the construc- 
tive work he produced will serve the hospital field 
and partly compensate for his loss. 


“Well and faithfully done, pass beneath the 
chastening rod; you have served your fellow 
men, you have served your God.” 








Shall Hospitals Be Federalized? 


Dr. Thomas Parran, the Surgeon General of the 
U. S. Public Health Service, was sent to Europe 
for the purpose of studying health and hospital 
procedures under war-time conditions in Britain. 


In a reported interview after his return, Doctor 
Parran says, “Significant among health defense 
lessons which America can learn from English war 
experience is to plan for future peace conditions 
when preparing emergency health and medical 
service.” 


Doctor Parran goes into some detail in describ- 
ing a national plan in which medical and health 
services are all coordinated under one control and 
which will develop in England. “Practically all 
hospitals, public and voluntary, are now working 
all scrambled together under one control and it is 
generally assumed they never will be completely 
unscrambled.” 


While Doctor Parran does not so state, it is as- 
sumed that this one control is governmental con- 
trol, and suggests that “this is significant among 
health defense lessons which America can learn 
from English war experience in planning for 
future peace conditions.” 


This suggestion may have merit during the 
defense period, or in the event of this country 
becoming an active participant in the war. Our 
concern is that the Surgeon General is further re- 
ported in the interview as suggesting the Govern- 
ment control of hospitals as a continuing program 
after the war is ended. He argues that voluntary 
as well as private hospitals will find difficulty in 
securing the funds necessary for their operation 
in peace-time. 


We cannot agree with the Surgeon General that 
the solution of any hospital problem in times of 
peace is as simple as the unification of our volun- 
tary or tax-supported hospital system under Fed- 
eral control. Nor will such a solution serve as 
a panacea for economic or other ills which our vol- 
untary hospitals may experience. The procedure 
may be warranted under conditions of actual war- 
fare; it would never be justified in times of peace. 


The voluntary hospitals have survived crises 
more severe than those which seem to threaten at 
present. Their performance in the decades past, 
the confidence which the public reposes in them, 
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their freedom to continue research activities, to 
enlarge their contribution to the education of 
physicians, nurses, technicians and other traived 
personnel, and to discharge their other respousi- 
bilities to the public, which they have so long 
enjoyed, demonstrate the close cooperation of 
hospitals with each other and with other welfare 
agencies under the voluntary hospital system, as 
at present established, and emphasizes its value. 
The public would object to the Federal control of 
our voluntary hospitals, as well as state, county 
and municipal hospitals, as strenuously as it would 
object to the Federal control of education or of 
religion. 


Our voluntary hospitals would never be in seri- 
ous financial straits if the Federal Government 
would make provision for the hospital care for the 
old-age and unemployed beneficiaries of the Social 
Security Law, for the itinerant laborer and his 
family, and for the indigent for whose care the 
Federal Government should be responsible. These 
hospitals would experience fewer financial em- 
barrassments if the Federal Government would 
pay a fair rate for the hospital care of the em- 
ployees coming under the provisions of the U. S. 
Federal Employees Compensation Act. 


The voluntary hospitals perform many services 
for the Federal Government for which they re- 
ceive inadequate compensation or none at all, for 
example, the maintenance of cancer clinics, out- 
patient departments for the care of luetic patients, 
for the care of the expectant mother and child, for 
the sick and crippled children, and examinations 
for draft boards, to mention only a few. If the Fed- 
eral Government paid for these services and on 
the fair and equable basis of the cost of rendering 
these services, the voluntary hospitals would 
weather their financial storms. And this would be 
a better and more permanent solution than Fed- 
eral control, even if such control were a benevolent 
autocracy. 


——=—— 


Women’s Hospital Auxiliary Boards 


Hospitals which are blessed with active women’s 
auxiliary boards are fortunate. The work they are 
doing for their hospitals insures in a large meas- 
ure the stability and success of our institutions. 
They contribute in hundreds of ways to the secur- 
ity of the hospital, to the comfort of the patients, 
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and to community good will. No institution should 
be deprived of their interest and support. 


The need of hospitals for well-organized wom- 
en’s boards is greater now than it has ever been. 
The enlarged responsibilities and increased use of 
our hospital beds will open new avenues for their 
activities. They will find ways and means for sup- 
plying auxiliary aides for nursing, dietary, and 
other hospital services, the need for which may 
grow more acute as preparations for defense or 
war progress. 


The interest of the women of the communities 
in which hospitals are located has been well dem- 
onstrated at both the Toronto and Boston conven- 
tions of the American Hospital Association. Mem- 
bers of the women’s boards of hospitals from all 
over the United States and Canada were assem- 
bled there. Their meetings were the best attended 
of any of the conventions’ sessions. Their discus- 
sions had to do with practical things, with the 
responsibilities of the women’s boards in the 
scheme of hospital operation. 


When we conceive of the 50,000 women in the 
United States and Canada who are members of 
auxiliary hospital boards we can appreciate the 
great services they are giving so willingly to the 
progress of their own hospitals and to the care of 
the patients in their institutions. 


Hospitals, as event follows event in the next 
few months, will be devoutly thankful for their 
women’s boards and will depend more and more 
upon them. 


—______ 


Economy in the Use of Hospital 
Supplies 
Hospitals will find increasing difficulty in secur- 
ing staple supplies in the event of an expanded 
program for our national defense or of our active 
participation in the war. 


The Federal Government and the priority au- 
thorities are cooperating with manufacturers and 
dealers in hospital supplies to the end that hos- 
pitals will be inconvenienced as little as possible. 
The national hospital associations are presenting 
the requirements of the hospitals before the in- 
dicated Government departments, and up to this 
time our hospitals have fared as well or better 
than other consumers. 





May, 1941 


That there will be increases in the prices of 
food commodities, some kinds of equipment, and 
other hospital staples may be anticipated. And 
there will be some delays in delivery of supplies 
on order, but this delay will not be greater than 
in other consumer organizations and probably will 
be less, if present assurances are to be depended 
upon. 


The hospitals’ contribution to the solution of 
this problem lies in the economy of issue and use 
of supplies and in conserving for other uses sup- 
plies that for reason of wear or damage no longer 
serve the hospital purpose. Tons of rubber goods 
no longer serviceable are discarded by the hospital 
each year. The metals, aluminum, zinc, lead, iron 
and so forth, that have been discarded should be 
saved against the shortage, which is imminent, in 
these raw materials. There should be no waste; 
there must be conservation. 


Many articles of furniture and equipment can be 
repaired and their use continued. Standards of 
supplies, of linens, drugs, and other staples can be 
reduced to a working minimum. Inventories should 
be kept at a higher level, probably 20 per cent 
above normal, for staple foods and other commodi- 
ties. Care in issuance and economy in use should 
be insisted upon. 


Special attention should be paid to the instru- 
ments and careful provision made for their re- 
plating, sharpening, and repairs. The price of 
surgical instruments is constantly increasing, and 
some are now or may soon be practically unob- 
tainable. 


Hospitals will serve their own interest best and 
will save themselves considerable future incon- 
venience if they institute and maintain a careful 
program for the conservation of their supplies and 
for economy in their use. 





Medical and Dental Students and 
the Selective Service Act 


The numerical integrity of the medical and 
dental student body should be conserved. If the 
health of the country is a major concern in the 
years following the preparedness for defense pro- 
gram or our active participation in the war, there 
must be no impeding of the even flow of medical 
and dental graduates. In fact, if prudent plan- 
ning prevails, ways and means should be adopted 
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to increase the number of medical and dental 
graduates. 


If our armed forces are to be supplied with 
competent medical and dental personnel to meet 
the replacement requirements of the present 
numerical strength of our armed forces and, with 
greater emphasis, if new levies are to be provided 
with well-trained medical officers, the necessity 
of maintaining as well as increasing the supply 
of medical and dental graduates is apparent. In 
addition to our own necessities, the President has 
asked that 1000 physicians volunteer for service 
with British armies. This request should be 
complied with promptly. 


Congress is taking cognizance of the need of 
conserving and probably increasing the supply 
of medical and dental personnel. Senator Mur- 
ray’s Bill is before the Military Affairs Commit- 
tee and will probably be reported out of the Com- 
mittee despite the opposition of the Selective 
Service authorities and the Medical Departments 
of the Army and Navy and the Public Health 
Service. 


On April 18 Representative Faddis of Pennsy]l- 
vania introduced an amendment to the Selective 
Service Act, H.R. 4418, which was referred to the 
Committee on. Military Affairs of the House and 
which provides in part: 

“Medical and dental students at recognized 

medical and dental schools, and interns and 

resident physicians, surgeons, and dentists at 
recognized hospitals, shall be exempt from 
training and service (but not registration) 
under this Act. Notwithstanding any other 
provision of law, such medical or dental stu- 
dent, intern, or resident physician, surgeon, 
or dentist who is a member of a reserve com- 
ponent of the land or naval forces of the 

United States shall not be ordered or called to 

active duty or into active service in any of 

such forces without his consent, except in 
time of war.” 


This amendment is sound. It should receive 
the unqualified support of the medical and dental 
schools, the members of both professions, the hos- 
pital field and the public. Hospitals have a large 
interest in the enactment of this law. Upon this 
amendment, or legislation of similar intent, will 
depend the professional service in our hospitals 
in future years. 
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Old Age Benefits for Hospital 
Employees 

Senator Walsh of Massachusetts has introduced 
an amendment to the Social Security Act (S. 670) 
providing for old age and survivors’ benefits for 
employees of charitable organizations, including 
hospitals. The only exceptions are members of 
the clergy, religious sisterhoods, and members 
of clerical orders. 


The developments since the application of the 
present Social Security Law demonstrate the ne- 
cessity for coverage of these benefits for hospital 
employees. Our institutions in many instances 
find it increasingly difficult to secure personnel 
for the reason that their employees are not in- 
cluded in the provisions of the law at present. 
There are comparatively few institutions that 
have established their own retirement provisions 
for aged employees. 


While the costs to the hospital under Senator 
Walsh’s amendment would be considerable, they 
would probably be less than the costs of providing 
similar benefits under any other system. These 
costs would be more than balanced by the more 
stable organization and the potentially greater 
ease in meeting the security requirements of the 
prospective employees as well as those already on 
the payroll of the hospital. 

Under existing circumstances as well as under 
any future security program Senator Walsh’s 
amendment is sound, and the prudent hospital 
board of trustees, with the security of its em- 
ployees in view, will welcome the opportunity 
which the amendment provides for charitable and 
educational organizations to insure the security 
of their employees. 


Senator Walsh when introducing this bill made 
this explanatory statement, 

“This bill would safeguard the tax-exempt 
status of the religious and charitable agency 
paying the tax by requiring that all revenues 
collected from such tax-exempt agencies ‘shall 
be paid directly into the Federal old-age and 
survivors’ trust fund’ and this way the pro- 
posed amendment would, in reality, convert 
what otherwise would be a general tax into a 
true contribution to a trust fund, available 
only for the payment of old-age benefits, and 
not subject to appropriation by Congress for 
any other purpose.” . 
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Economy of Mechanical Modernization 


J. CLIFFORD LEWIS, M.E. 


connected with modern, recently built, well 
planned hospitals, this discussion may not be 
applicable. 


T« THOSE who are fortunate enough to be 


Any discussion on the subject of “Economy of 
Mechanical Modernization” covers a large terri- 
tory in any hospital and must of necessity be 
somewhat sketchy. 


In general, a great deal depends on the efficiency, 
ability, and willingness of some one interested 
person in charge of the mechanical equipment. 


In some specific instances, the superintendent 
is mechanically minded and takes a real interest 
in the internal workings of his plant. In a few 
isolated cases, the engineer or fireman or general 
mechanic is a genius who knows how to keep 
maintenance costs down, and is willing to apply 
his knowledge. This combination of brains and 
ability is quite uncommon. 


To be fair to the so-called operating engineer 
he is, in far too many instances, called upon to 
be not only the engineer in charge, but fireman, 
electrician, plumber, steam fitter, door knob fixer, 
locksmith, janitor, errand boy, elevator expert and 
inventor as well. 


The boiler room of many of your hospitals 
would be, to those of you who are mechanically 
minded, a grand place to start. 


The appearance of the boiler room tells a big 
story. Coal and ashes all over the floor, fire doors 
cracked and gaping open, smoke pipe burned out, 
steam pipes leaking, boxes and crates piled up in 
corners. That is a familiar sight. It means the 
same thing to me that it would mean to you if you 
should see one of your surgeons come in to 
operate, with a dirty gown, holes in the fingers 
of his rubber gloves and a chew of cut plug in 
his mouth. Maybe the surgeon would be that way 
if the room in which he operated had been planned 
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in as haphazard a way as the boiler and machinery 
room. 


Faults in the Boiler Room 


Generally the boiler room is crowded and there 
is not sufficient head room. The architeet de- 
signed the building and had a small corner left 
that could not be used for anything else so it auto- 
matically became the boiler room. 


Stacks of sufficient size and height are things 
that consulting engineers insist upon for the 
annoyance of the architect. Boilers set with suffi- 
cient combustion space cost more than a standard 
setting and require more head room than any 
self-respecting architect believes necessary. 


Suppose we follow the operating engineer on a 
tour of inspection. The pressure reducing valve 
started leaking last month and is on the work. 
bench waiting for repair parts while in the mean- 
time 100 pounds of steam is reduced into the low 
pressure lines by means of a hand operated 
throttle valve. 


The traps on the ends of the high pressure lines 
are stuck and have needed cleaning for years. 
Live steam blows through the return piping to 
the condensate receiver and exhausts wastefully 
out of the receiver vent. For every eight pounds 
of steam thus wasted a pound of coal is burned. 


The boiler tubes are limed up because the 
wasted steam calls for a lot of raw make-up 
water. This cuts the efficiency and life of the 
boiler and creates a frequent time-killing job to 
clean off the scale. Boiler water treatment helps 
but is expensive and uncertain. 


The boiler is hardly big enough on account of 
the new wing added last year. So a stoker has 
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been installed in order to increase the rating. But 
the boiler is set so low that there is insufficient 
combustion space which lowers the efficiency, 
causes waste of fuel and a smoky chimney. 


There are no instructions and no draft regula- 
tion provided. Firing is a haphazard prayer on 
the fireman’s part. The CO, may be twice what 
it should be for good combustion. The stack tem- 
perature may be 1000 degrees and the superin- 
tendent pays the coal bill. 


Radiators and Faucets 


The air vents have been on the radiators since 
the steam heating was installed ten years ago. 
The radiator only heats half its length, so in order 
to get more heat out of the half that is not air 
bound, the engineer fires up to 10 and even 15 lbs. 
pressure. 


If it gets too hot on a warm day, the nurse 
opens the window. Why reach down and grab a 
dirty, hot valve handle and turn and turn when 
it is much easier to open the window! 


The lavatory faucets on the third floor only 
dribble. Pipes must be limed up. Well, they are. 
Sometimes only a hole is left the size of a wheat 
straw. Copper pipes would have helped but a 
water softener pays big dividends. Saves soap 
in the kitchen and laundry work, and does other 
helpful things. 


The nurses complain there is never enough hot 
water. The storage tank is probably ‘too small 
and supply dependent on how often the engineer 
gets around to stoking the tank heater. 


The operating department complains of uncer- 
tain pressure on the autoclave and that the utensil 
sterilizer will not boil. 


Take a half minute and have the engineer un- 
screw the plug and pull out the strainer in the 
steam supply under the sterilizer. Chances are it 
is clogged up with grease and scale. 


Air Conditioning 


The operating and delivery rooms in winter are 
hot, and as dry as the Sahara Desert and hot 
and plenty humid in summer. Automatic control 
of at least the operating room radiators is almost 
a necessity and some means should be provided 
to bring the humidity up to 40 per cent or more 
during the heating season. 


Many modern hospitals have installed or are 
considering installation of year round air condi- 
tioning whereby proper temperature, humidity 
and ventilation will be automatically maintained 
for both winter and summer. 
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The top floor rooms are hot in summer. [if 
there is an attic space above, four inches of rock 
wool insulation on the attic floor between the 
ceiling joists will make a big difference in comfort. 
An attic fan pulling air out of the corridor 
through grilles in the ceiling will induce a graid 
draft through the bedroom windows and clear out 
the accumulated heat in the attic space. Proper 
and adequate mechanical ventilation and air con- 
ditioning of at least the operating rooms and the 
obstetrical department is coming to be recognized 
as almost a necessity. 


Cooling in the past years has become especially 
popular, and with it the possibility of adequately 
disposing of the dangerous accumulation of ex- 
plosive fumes from ether and other anesthetizing 
agents. These are seemingly only dangerous dur- 
ing the summer months since no consideration is 
generally given to the consulting engineer’s tim- 
idly offered suggestion to “make it a year round 
job.” That means an additional expense of adding a 
heating coil to temper the ventilation air, and 
means for adding humidity to the rooms in 
winter. 


Humidity 


This matter of humidity is discussed by the 
medical staff and the members of the hospital 
board assembled in solemn conclave, with the con- 
sulting engineer full of blue prints and eagerness, 
in the middle. Follows a learned and sometimes 
heated discussion. If the money is found available 
to put in the cooling plant (but not the winter 
conditioning), the exact and proper percentage 
of fresh air to total air handled is the next mat- 
ter to decide. After agreeing on somewhere be- 
tween 25 and 100 per cent of fresh air, the really 
big question is raised as to the exact and proper 
percentage of relative humidity to be maintained. 
The engineer explains that 80° dry bulb and 50 
per cent R. H. is fairly comfortable on a hot day. 
The doctor, who has been reading the 1936 edition 
of the hospital year book and who has also read 
of that accident that occurred in 1882 due to a 
static spark, argues for not a per cent less than 
60 per cent R. H. So it is all settled. The engineer 
proceeds to design a good comfortable system, 
with sufficient capacity to reduce the relative 
humidity to 50 per cent if the doctors want it, 
which they generally do. 


Having been whipped in his abortive attempt 
to interest the staff and the board members in 
year round conditioning, the engineer reasons 
thus: if a relative humidity of 20 per cent in win- 
ter has never been accused of setting off fire 
crackers in the helpless patient’s tummy, there 
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is not much to fear from maintaining 50 per cent 
R. H. in summer instead of 60 per cent. 


Of course it is true that we cannot have every- 
thing just right. An old plant is hard to mod- 
ernize. You cannot tear down half the building 
to build a bigger and higher stack and it is often 
impractical to raise the ceiling or lower the floor 
of the boiler room to get a higher boiler setting 
and more combustion space. 


Procedures in Modernizing the Present Plant 


There are, however, a few comparatively sim- 
ple things that can be done looking toward mod- 
ernization of the present plant and the mechan- 
ical equipment. 


Whether you are burning coal, or oil, an auto- 
matic draft regulator in the breeching will save 
from 10 per cent to 20 per cent of the fuel bill. 
This outfit costs from $150 to $400 depending on 
boiler size. 


A simple overall efficiency test costing from 
$25 to $75 will often uncover wastes that have 
gone on for years. 


An investment of $35 will buy a good Orsat 
instrument for testing CO, and if the operating en- 
gineer is instructed in its use and will use it, he 
will save its cost in a month. For pumped re- 
turns, a water line control will pay good dividends 
in avoiding costly and frequent blow downs. 


For any boiler installation a saving in boiler 
insurance can be made, by installing one of the 
many makes of automatic low water feeders, pre- 
venting costly repairs to cracked iron boiler sec- 
tions and possible serious explosions in steel boil- 
ers. These feeders can be had for $30 to $50 
installed. 


New good air valves on gravity steam jobs can 
be had for an average of $2 each. Vacuum type 
air valves cost a bit more but hold a vacuum on 
the system when the fire is banked so that quick 
circulation is established in the morning. 


A saving in operating cost and a general better- 
ing of the heating system can be accomplished 
by replacing worn out trap interiors. They often 
go bad after a few years’ use, especially if not 
removed from the trap body and cleaned each 
year after the heating season. It is not necessary 
to buy an entire new trap. The interiors only 
cost $1.50 and are quickly and easily replaced. 


The boiler should be kept clean. Ten or. fifteen 
minutes a day spent in cleaning and brushing the 
soot out of the fire passages in a cast iron boiler, 
or cleaning the flues of a tubular steel boiler will 
increase its efficiency and length of life, and save 
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Automatic controls pay big dividends. Several 
manufacturers of temperature control systems 
offer to take their pay in savings effected over the 
first three years—and they are not losing money. 
Any one of them will guarantee 10 per cent to 
15 per cent saving in fuel in nearly any hand 
controlled plant. 


Steam Pipes 


Insulation of bare steam pipes will show a sav- 
ings that will pay for the insulation cost every 
year. 


Leaking pipes waste steam and run up the coal 
bill. There are many cases: where condensate re- 
turns from high pressure traps on kitchen and 
laundry equipment are spilled out in the back 
yard. Every effort should be made to have a 
“closed” system. Every pound of steam that goes 
out from the boiler should be returned to the 
boiler as condensate. Remember that eight pounds 
of condensate has required a pound of coal to make 
it, so for every gallon of condensate not returned, 
a pound of coal has been wasted. 


Hot water supply lines should be circulated 
back to the heater to avoid waste of water at the 
faucet. Hot water lines should be insulated. 


Exhaust steam from auxiliary pumps or engines 
must be used as completely as possible. In one 
institution the exhaust steam from two engine 
generator sets was allowed to waste to atmosphere 
while the hot water was heated by high pressure 
steam direct from the boiler. This same plant 
used five carloads of coal a month in winter and 
three carloads a month in summer. This condi- 
tion had existed for seven years. A casual going 
over of the plant revealed no need for steam in 
summer except to run the engines and heat the 
hot water. Upon further investigation, it was 
found that the hot water return was being wasted 
to the sewer. By reconnecting the return to the 
hot water heater and by using the exhaust steam 
from the engines to heat the water, the coal usage 
was cut almost in half. 


In conclusion, I will make the fairly safe asser- 
tion that there is not a plant where modernization 
of the equipment will not pay. 


In some instances only a small investment may 
be necessary. In others a major operation will 
be required. But it is our experience over a good 
many years that the money invested, whether it 
be little or much, will pay startling dividends, not 
only in direct savings effected, but in increased 
comfort to the patients, faster and safer con- 
valescence, staff efficiency, and therefore an in- 
crease in the hospital’s business and profit. 
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Out-Patient Care for the Needy — Part Il 


Editor’s Note: Part I of this article was 
published in the April issue. 


B. Discussion of Problems 


Correspondence and discussion with hospital and 
welfare administrators concerning the policies and 
procedures involved in using tax funds to pay for 
out-patient service have raised a number of ques- 
tions and problems, which are discussed below. 
No doubt the comment and criticism which will be 
received after this tentative statement is circu- 
lated will raise further questions. 


Payment of Physicians for Out-Patient Service 


Several correspondents questioned the policy of 
paying out-patient departments for service, with- 
out at the same time arranging to compensate 
physicians for their service to out-patients. It 
was brought out that, especially if a public pro- 
gram provides for payment for physicians’ office 
calls as well as out-patient service (as does the 
Pennsylvania State program) the physicians who 
provide clinic service, without compensation, are 
really taking money out of their own pockets; and 
that this situation tends to decrease the extent to 
which out-patient services are used, by aggravat- 
ing the pressure brought to bear by the physi- 
cians in some localities to replace out-patient serv- 
ice for the needy by service in private offices. 


Recently there has been considerable discussion 
concerning the payment of physicians for hospital 
as well as out-patient service for the needy.’® In 
discussing payment of physicians for out-patient 
service, the Hospital Survey for New York states: 


“It is not reasonable for the public and 
those responsible for maintaining out-patient 
services to expect physicians to give regular 
hours of their time to the routine care of out- 
patients, without compensation. If arrange- 
ments are made by which the City of New 
York will pay voluntary institutions for their 
out-patient service to the sick poor, a sub- 
stantial proportion of such funds should be 
earmarked for the payment of the physi- 
cians who work in such out-patient depart- 
ments.’’’® 
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Standards for Out-Patient Service 


One leading hospital administrator is of the 
opinion that programs for the payment of out- 
patient service cannot be satisfactorily developed 
because there is such a wide range between insti- 
tutions in the quality and content and therefore 
in the cost of an out-patient visit; and that for 
this reason it will be impossible to develop any 
uniform rate of payment in the same community. 


There is probably a wider range, between stand- 
ard and substandard institutions, in the content 
and value of an out-patient visit than there is 
between a day’s care for an in-patient; but it is an 
open question whether the content and value of 
out-patient visits vary any more widely than do 
the content and value of visits to physicians’ pri- 
vate offices. 


At present there is no agency which performs a 
standardizing service for out-patient departments 
similar to that carried on by the American Col- 
lege of Surgeons and the American Medical As- 
sociation for hospitals. Only one of the public 
programs previously described (Chicago) has de- 
veloped local standards and applied them. 


In planning for the payment of public funds for 
out-patient care, communities must squarely face 
the problem of selecting only those institutions 
for service in which they will secure medical care 
of at least reasonably good quality. 


Community Planning 


Some of the smaller programs concerning which 
information was secured were not developed on a 
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community-wide basis but by negotiation between 
individual hospitals and the public agency. Re- 
ports from at least two of these localities indicate 
that there is some dissatisfaction due to discrim- 
ination, between different institutions, in methods 
and rates of pay. 


All of the large services described were devel- 
oped on a community-wide basis and with the ad- 
vice of the professions concerned. 


Method and Rate of Pay 


In all of the programs except one concerning 
which information was secured, payment is made 
on a per-visit basis. This policy conforms to that 
enunciated in “Hospital Care for the Needy” of 
payment on a per-diem basis for in-patient care. 


Many of the agreed per-visit rates are not “in- 
clusive,” as is recommended in “Hospital Care for 
the Needy,” for per-diem rates. If extra charges 
are made, the public agency should, at least theo- 
retically, institute professional control to deter- 
mine, by record review, whether the special serv- 
ices provided were essential for the patient. Such 
investigations would add considerably to the cost 
and would be irksome (to say the least!) to out- 
patient departments. As one out-patient execu- 
tive puts it, out-patient departments are in a much 
better position to judge of the necessity of pre- 
scriptions and orders for special services, and if 
the per-visit rate is inclusive, will exercise “very 
special judgment on each order and themselves 
decide on those definitely required and those which 
might be reconsidered by the physician who or- 
dered the extra.” 


Recording and billing procedures are much sim- 
pler and less costly if charges are inclusive. How- 
ever, there are probably a few unusual and expen- 
sive services which might well be charged for in 
addition to the regular fee. Provision of glasses 
and other appliances should certainly be included 
among extra charges. 


The disproportion between the per-visit cost of 
providing out-patient service and the rate of pay 
was stressed by the hospital administrators in 
nearly every locality. One designated the plan for 
payment from public funds as a “moral victory” 
rather than a reasonable payment for service ren- 
dered. Few of the prevailing per-visit rates of 
pay meet the average cost of out-patient service, 
which (excluding payment to clinic physicians) is 
probably around 75 cents to $1.00 a visit in insti- 
tutions which provide good quality of care. How- 
ever, hospitals are exempt from various forms of 
taxation and many of the larger ones receive in- 
come from endowments and current contribu- 
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tions; and for these reasons should be expected 
to share in the cost of public service. 


Moreover, cost accounting, especially with re- 
spect to out-patient service, is probably not suffi- 
ciently accurate in many institutions to provide 
a sound basis for arriving at “cost,” and reported 
costs cannot be used as an accurate index of qual- 
ity of service. 


What Constitutes a Visit? 


Under the Pennsylvania and San Francisco 
plans, “refers” and “transfers” at the same visit 
are not counted as extra visits. On the other 
hand, it is customary in many out-patient depart- 
ments to count each visit to a separate clinic—for 
example, general medicine, eye, or dentistry—as a 
separate “visit,” even though the patient attends 
several clinics on the same day. The latter method 
of counting visits is used under the Chicago and 
Rochester plans. 


The definition of a visit accepted by the Ameri- 
can Hospital Association and the instructions* 
issued by the Federal Children’s Bureau in gath- 
ering statistics of out-patient service both indi- 
cate that attendance at two or more out-patient 
clinics during the same day should be counted 
as two or more visits. 


Eligibility and Authorization 


In all of the large programs described (Chicago, 
Rochester, New York, San Francisco and the 
state-wide plan in Pennsylvania) the public agency 
makes payment only for service to persons re- 
ceiving public assistance or relief. In Chicago 
the Community Fund makes allocations for out- 
patient service, based on the amount of free care 
provided the group of persons who are not on 
relief. In some of the smaller localities, it was 
noted that the public agency made payment for 
the “medically needy” as well as recipients of 
relief. 


Service is authorized by the public agency in all 
plans, except Pennsylvania, where the procedure 
of disallowing bills for nonassistance patients has 
the same effect as pre-authorization. In almost 
all plans patients may either be referred by the 
public agency or the request for authorization may 
be initiated by the out-patient department on be- 
half of a patient attending the clinic. Although, 
from the standpoint of control of expenditure, it 
may seem desirable for the public agency to refer 
and pre-authorize all service, hard and fast rul- 
ings to that effect would interfere with prompt 
service to the patient. 


*Given in the Appendix. 


Duration of Treatment 


The problems which arise under this heading 
are similar to those which were discussed in “Hos- 
pital Care for the Needy” with reference to 
“length of stay” in the hospital. Especially if 
per-visit rates of pay are sufficiently high, a tend- 
ency might easily appear for clinics to continue 
treatment longer than is necessary. Several of 
the plans have deveioped safeguards against such 
a tendency: special authorization for patients re- 
quiring prolonged care, in Pennsylvania; require- 
ment for renewal of authorization after fourteen 
days in Poughkeepsie, and after five visits in 
Rochester; and medical follow-up of referred pa- 
tients and their records in San Francisco. In con- 
sidering such safeguards, it must be borne in mind 
that the savings will not be great, if the admin- 
istrative procedures involved are too costly; and 
that probably most large out-patient departments 
are already very much too busy to encourage un- 
necessary visits—the only exception being visits 
by patients who are unusually interesting for 
teaching purposes, the cost of whose care might 
voluntarily be assumed in: large teaching clinics. 


Clerical Work and “Red Tape” 


There were a considerable number of complaints 
by hospital administrators concerning the large 
amount of clerical labor involved in filling out the 
necessary forms required by the public agencies 
to meet auditing requirements. A number of the 
large institutions have had to add to their clerical 
staffs in order to meet the extra clerical work in- 
volved; some have been able to distribute the 
extra burden among their regular employees. Per- 
sonal signature of the hospital administrator on 
all copies of an invoice seemed unnecessary “red 
tape” to one correspondent. As another corre- 
spondent put it, “It [the rate of pay] is not sat- 
isfactory to the hospitals because the extra work 
involved nets such a small financial return that it 
hardly pays its way.” Sorting of all records of 
service by “family” is a time-consuming, end-of- 
the-month precess in one plan which requires a 
single invoice for all members of the same family. 
Another complaint is that payment by the public 
agency is very slow because so much red tape is 
involved. 


The plan in Rochester is the only one, from 
which details were secured, where the public 
agency assumes the responsibility for keeping all 
records, preparing bills and so forth. It is esti- 
mated that this administrative service costs the 
public agency over 15 cents a visit. This might 
be borne in mind in arriving at reasonable rates 
of payment under plans where the public agency 
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devises the “red tape” with which the out-patient 
departments must conform. On the other hand, 
hospital administrators must recognize that sat- 
isfactory controls are necessary in the expenditure 
of public funds for relief and that expenditures 
for medical relief must be subject to the same 
controls that are set up for other relief expendi- 
tures. 


C. Suggested Policies and Procedures 
Concerning the Use of Tax Funds 
for Out-Patient Service 


General Policies 


The general policies concerning the use of tax 
funds for out-patient service provided by non- 
governmental agencies are substantially those 
enunciated in “Hospital Care for the Needy” 
concerning payment for in-patient service. 


The Committee recognizes that payment for 
out-patient service on a per-visit basis entails 
more elaborate and expensive administrative pro- 
cedures than may seem to be justified by the 
relatively small charges involved; but is still of 
the opinion (as stated in the following item 4) 
that payment should be made on the basis of 
service rendered. 


1 It is recognized that the provision of gen- 
eral out-patient service by local governments is 
often insufficient to meet the needs for free or 
low-pay care. 


2 It is taken for granted as a sound principle 
of public policy that full use should be made of 
all governmental out-patient services existing in 
a community; and that where existing facilities 
are insufficient, governmental general hospitals 
should be encouraged to develop out-patient de- 
partments. 


3 It is recognized that the use of tax funds 
from lccal governments to pay nongovernmental 
hospitals for the out-patient care of the needy is 
a fairly widespread and, under some local condi- 
tions, a reasonable policy. 


4 Payment should be on the basis of service 
actually rendered. Payment on a lump sum or 
subsidy basis is undesirable. 


5 Physicians should be paid for out-patient 
work where this is necessary to maintain satis- 
factory standards of service. 


6 Public welfare officials should deal jointly 
with the hospitals of their community. The ex- 
perience of local public officials indicates that this 
can best be accomplished through the organiza- 
tion of hospital councils or health divisions of 
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councils of social agencies within each community 
or political unit of sufficient size. Where, because 
of the smallness of the community or for other 
reasons, such organizations are not practicable, 
public officials should suggest that the approved 
local hospitals constitute a committee to represent 
them jointly in conferences with public authori- 
ties. ° 


7 Public officials should recognize that good 
out-patient service is increasingly complex and 
costly; that a high standard of care of patients 
is important and an ultimate economy; and they 
should appreciate the close relation of out- 
patient service to in-patient care, general medical 
practice, and to public health. Plans for payment 
for out-patient service should be an integral part 
of planning for all public medical services. 


8 The hospitals on their side should recognize 
the advantages of presenting a united front to 
the community concerning their needs; of avoid- 
ing internal dissension and competitive action 
which would lower standards of service. The 
public-spirited citizens on hospital boards should 
present their case to governmental officials with- 
out a competitive attitude and from the point of 
view of community needs. 


9 Both the public officials and the hospitals 
of each community should recognize that the rate 
of payment for service must be adjusted through 
conference, taking into account operating costs 
and other considerations which will vary among 
communities, and that no fixed simple formula 
controlling rate of payment can be generally 
applied. 


10 In seeking payment from public sources, 
hospitals must recognize that the accepted policy 
today is to the effect that public funds should be 
expended through public authorities; that some 
inspection or supervision of accounts, procedure 
for charging, and admission of patients must be 
expected by hospitals when they are dealing with 
— units or requesting funds from 

em. 


11 The utilization of nongovernmental out- 
patient services for the care of indigent persons 
at public expense should be accompanied by the 
development of uniform accounting systems. 


Standards for Out-Patient Service 


As was indicated in. the previous discussion of 
problems, hospitals vary even more widely in the 
quality and content of their out-patient service 
than in their service to bed patients. The varia- 
tions between good and inferior quality of out- 
patient care are extreme. A so-called out-patient 
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department may consist only of accident and 
emergency service to ambulatory patients. The 
content of an out-patient visit may range from a 
hasty, superficial observation of the patient “from 
the neck up,” by an inexperienced hospital in- 
tern, with a prescription of an aspirin or a 
cathartic, to a thorough examination and dis- 
cussion of the patient’s condition by a group of 
experienced physicians, including specialists, sev- 
eral necessary diagnostic procedures, and the 
indicated advice and medication. 


It must be borne in mind that the inadequate 
service provided by some institutions is due 
primarily to lack of funds; and that payment for 
service to public patients could provide the where- 
withal to improve the quality of care. 


It is obvious that accepted standards for serv- 
ice must necessarily vary in different communi- 
ties, that is, that selection of institutions for 
public service must be among the existing institu- 
tions. In all except small communities con- 
sideration must be given to having a number of 
approved out-patient services in localities which 
are reasonably accessible to the low income 
group. 


Standards for out-patient service have been 
adopted by the American Hospital Association 
and the American College of Surgeons; and in 
certain special branches for example, clinics for 
tuberculosis, syphilis, gonorrhea, and cardiac con- 
ditions, more detailed standards have been pro- 
mulgated by other national bodies.** There is, 
however, no systematic inspection of out-patient 
departments and other clinics, or published lists 
of clinics which meet certain standards, such as 
exists in the case of the in-patient services of 
hospitals. Public welfare and other govern- 
mental departments which pay tax funds for 
out-patient service therefore cannot obtain from 
national professional bodies a ready guide to the 
standards of institutions which they may be 
called upon to aid. 


This Committee recommends that the Ameri- 
can Hospital Association give consideration to 
the development, by itself or along with other 
appropriate agencies, of a systematic standardi- 
zation program for out-patient departments. 


Pending such a development, the Committee 
makes the following suggestions concerning selec- 
tion, by the public agency, of the nongovern- 
mental out-patient departments to be paid for 
service. 


1 The public agency should, with the advice 
of hospital or health councils, state or local hos- 





**See, for example, publications of The Committee on Admin- 
istrative Practice of the American Public Health Association. 
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pital associations, representatives of the Ameri- 
can College of Surgeons, medical societies, or 
others informed about hospital standards, develop 
and apply minimum requirements for the out- 
patient departments to be used for public service. 


2 Standards should be based on those devel- 
oped by the Out-Patient Committee of the Ameri- 
can Hospital Association and by the American 
College of Surgeons, which are given in the 
Appendix. 


3 Standards should be developed in the light 
of existing local provisions. They should not be 
so high, especially in communities with meager 
facilities, as to exclude most of the existing serv- 
ices. On the other hand, in cities amply sup- 
plied with out-patient departments, selection 
should be based on wholly adequate standards. 


4 In order to encourage an improvement of 
standards by means of payment from public 
funds, it may be desirable, especially in communi- 
ties where most of the available service is of 
inferior quality, to provisionally approve institu- 
tions which do not meet the standards agreed 
upon. This should be done with the definite 
understanding that approval will not be con- 
tinued, after a stated period of time, unless 
standards are met. 


5 Standards should include the provision that 
clinics shall be the out-patient departments of 
hospitals, or have a definite affiliation with hos- 
pitals for in-patient service. 


6 In general, the institutions selected for out- 
patient service should be the same as those pro- 
viding bed care for patients who are public 
responsibilities. 


7 Comparable systems of accounting by hos- 
pitals should be required. 


The Per-Visit Rate 


The previous “Discussion of Problems’ in- 
cludes discussion of methods and rates of pay, 
what constitutes a visit, and the clerical proce- 
dures involved in meeting the requirements of 
public agencies. 


1 Section 4 under “General Policies” indicates 
that payment should be made on the basis of serv- 
ice rendered. As the unit of service for out- 
patient care is the “visit,” payment should be 
based on the number of visits made by persons 
for whom the public agency has assumed re- 
sponsibility. 


2 Any medical conference constitutes a visit; 
therefore charges may properly be made for two 
or more visits if the patient, during the same 
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attendance at an. out-patient department, is cared 
for in two or more out-patient clinics. Refers 
for special diagnostic examinations or tests 
should not be counted as visits. 


3 Sections 6, 8, and 9 under “General Pol- 
icies” indicate that in arriving at per-diem rates 
of pay, as well as in developing all other policies, 
the public agency should deal jointly with all 
of the hospitals in a community and not with 
individual hospitals on a competitive basis. 


4 Public authorities should bear in mind that 
needy persons are entitled to a high standard of 
care and that per-visit rates must be high enough 
to permit this type of service, and that hospitals 
cannot assume the responsibility of caring for 
public patients if the remuneration for their care 
is too small to enable the hospital to provide 
satisfactory service for this group. 


5 The rate of payment per visit should be 
uniform for all institutions in the same com- 
munity. In localities where there are adequate 
systems of uniform cost accounting and control 
of standards which can be recognized by the 
public authorities, a varying rate of payment, up 
to an agreed maximum, might be practicable. 


6 All extra services, with the exception. of a 
very few unusual and expensive procedures, 
should be included in the per-visit rate. 


7 Community support previously received by 
hospitals for out-patient service and the amount 
of free service given in the years preceding the 
arrangement with public authorities, should be 
taken into consideration in determining per-visit 
rates. Voluntary out-patient department should 
continue to seek community support from volun- 
tary funds on the basis of charitable service. 


8 Hospital representatives should agree among 
themselves on a tentative uniform rate which 
they should present to the public authorities as a 
basis for negotiation. 


9 In preparing for such negotiation, the hos- 
pitals should compute their individual costs for 
out-patient service on a basis which is comparable 
for all the institutions concerned, as govern- 
mental authorities may be expected to request full 
information concerning the methods of comput- 
ing costs which led to the establishment of the 
proposed rate. 


10 A fair per-visit rate may be considered 
one which is neither as high as the cost in insti- 
tutions which provide elaborate services, nor as 
low as that of institutions rendering a poor 
quality of care. The cost of nearby governmental 
out-patient services of good quality may well be 
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considered in this connection, provided that the 
costs are computed on a comparable basis. 


11 In establishing rates of pay, governmental 
authorities should bear in mind that the prepara- 
tion of the forms, invoices, and so forth required 
for the control of public expenditures necessitate 
considerable clerical labor on the part of hos- 
pitals. 


12 Governmental authorities should aim to 
reduce accounting and billing procedures to a 
minimum consistent with the controls established 
for other types of public expenditure. 


Eligibility and Authorization for Service at 
Public Expense 


The principles involved in determination of 
eligibility are the same as those enunciated in 
“Hospital Care for the Needy” which are quoted 
at the end of this section. 


Whether or not application for authorization 
may originate with the out-patient department is 
a point which may require special consideration. 
As the determination of medical need is a medical 
responsibility and usually may be most readily 
made at the out-patient department, out-patient 
departments should be free to initiate request 
for authorization on behalf of patients who have 
come to them for care. 


The length of time for which service should be 
authorized is another point requiring considera- 
tion. Although it is probable that control of the 
duration of treatment in out-patient departments 
is not nearly as essential as control of the length 
of stay in hospital wards, it may be desirable, 
especially in localities where payment for out- 
patient service represents an important expendi- 
ture, to control the duration of treatment by 
requiring: 


reauthorization for service after a stated 
number of visits, as in Rochester, New York, 
or after a stated period of time, as in Pough- 
keepsie ; 


special authorization by medical authority 
for service to patients who require prolonged 
treatment, as in Pennsylvania. 


However, in developing such controls, the pub- 
lic agency must take due precaution to avoid in- 
terfering with the use of out-patient departments 
for service to the chronically ill, as clinic care is 
especially valuable for this large group of pa- 
tients. 


It is recognized that public funds may properly 
be and in many places are expended for the med- 
ical care of persons who are otherwise self-sup- 
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porting (the so-called medically needy). The de- 
termination of eligibility, the authorization of 
service, and the necessary auditing procedures for 
this group, however, involve more administrative 
difficulty and expense than seem to be justified in 
comparison with the rate of payment per visit. 
For this reason the committee recommends that 
payment by welfare agencies for out-patient serv- 
ice be made generally only for persons who are 
eligible for public assistance. In small communi- 
ties where administrative difficulties do not exist, 
an exception to this policy may be made. 


The limitation to persons eligible for public as- 
sistance should not be construed to affect payment 
by health departments or other agencies for care 
of the medically needy in clinics for tuberculosis, 
maternity and child welfare, venereal disease, and 
other conditions of public health interest. 


The following principles concerning determina- 
tion of eligibility are quoted from “Hospital Care 
for the Needy.” For discussion of these princi- 
ples, the reader is referred to that statement. 


1 Agreements concerning eligibility for 
tax-supported hospital care should be devel- 
oped through local conferences between pub- 
lic officials and representatives of hospitals 
and the medical professions. 


2 The determination of medical need 
should be a medical responsibility. 


3 The determination of eligibility for care 
at public expense should be the responsibility 
of the governmental agency which author- 
izes the expenditure. 


4 Persons already accepted for mainte- 
nance at public expense should be eligible, 
without further investigation, for hospital 
care at public expense. 


5 (The following principle is, of course, 
not applicable when payment is made only 
for persons who are eligible for public as- 
sistance.) For the otherwise self-supporting, 
decision concerning financial eligibility for 
care at public expense should be reached by 
qualified persons after investigation and con- 
sideration of the following factors in each in- 
dividual case: 


a) Pertinent laws and ordinances 


b) Budget sufficient to provide a standard 
of living consistent with health and de- 
cency according to the size and compo- 
sition of the family 


c) Family income and assets; liabilities 
and responsibilities 








d) Probable cost of the necessary diag- 
nosis and treatment 


6 Hospital care at public expense should be 
authorized on an individual case basis by the 
governmental agency responsible for pay- 
ment. 


Appendix 
Standards for Out-Patient Department Service 


The report of the Out-Patient Committee of the 
American Hospital Association,'? adopted by the 
Association in 1926, contained the following five 
standards: 


I The out-patient and the bed services 
should be regarded as intimately asso- 
ciated phases of hospital work and should 
be unified as fully as possible as to medi- 
cal staff and as to administrative organi- 
zation. 


II The number of patients accepted for care 
should be limited and regulated according 
to the facilities of staff, space, and equip- 
ment. 


III Adequate records should be maintained . 
of the medical work, the attendance, and 
the income and expenditure. All the 
medical records of a patient should be 
filed together. 


IV Adequate laboratory service should be 
made available for the out-patient depart- 
ment. 


V Nursing service, social service, and cleri- 
cal service should be provided. Physicians 
should be able to devote their time to 
their patients and be freed from me- 
chanical and clerical duties. 


The American College of Surgeons'* also devel- 
oped advisory standards about this same time, 
incorporating the principles formulated by the 
American Hospital Association. These standards 
have since been enlarged and extended by both 
bodies.’® 


Definitions of a Clinic Visit 


“A clinic visit is the occasion of treatment or 
any personal professional service to an out- 
patient in any subdivision of the clinic for treat- 
ment or any professional service. 


“Note: The visit is the unit of out-patient serv- 
ice corresponding to the patient-day for in- 
patient service. If an individual receives several 
services on the same day, whether in the same or 
separate divisions of the out-patient department, 
several ‘visits’ should be recorded. Services of 
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the x-ray and physiotherapy department, p}ir- 
macy and laboratories should not be recordeci as 
‘visits’ but as ‘films,’ ‘fluoroscopies,’ ‘x-ray treat- 
ments,’ ‘physiotherapy treatments,’ ‘presciip- 
tions,’ ‘tests,’ etc. This procedure differentiates 
the special services in a more effective manner 
and does not interfere with their addition to the 
total of ‘visits’ if a hospital administrator con- 
siders the summation desirable. 


“a. The clinical examination of the applicant 
by the admitting doctor is to be counted as a 
visit. 

“b. No visit is to be counted for the interview 
of the applicant by the admitting department. 


“ce. No visit is to be counted if a patient is 
registered in a department of the clinic, but a 
doctor fails to see him.’’”° 


“A visit to a clinic or a medical conference is 
the occasion when treatment or any other per- 
sonal professional service is given to a patient. 
In order to be counted on Form H-2, a visit 
should have been recorded on the patient’s clinic 
record. For a given. attendance at the agency, 
only one visit to any one clinic should be counted, 
even though several different types of treatment 
were provided. 


“If a recorded service was rendered in more 
than one clinic or medical conference during a 
given attendance at the agency, a visit should be 
counted for each of these clinics or medical con- 
ferences. The clinical examination of an appli- 
cant by a physician in connection with the appli- 
cant’s admission to the clinic should be counted 
as a visit only if the findings become a part of 
the applicant’s clinic record.’ 
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Business Management of the Hospital 


ARKELL B. COOK 


all policies are directed. In industry and 

private enterprise, the objective is to pro- 
duce certain units of goods or services at a profit 
to the entrepreneur. Consequently, all efforts to- 
ward economy presuppose greater profit or at least 
the hope that there will be profit. In hospitals 
our motive is somewhat different. We do not 
have a group of stockholders to whom we are re- 
sponsible for a reasonable profit on their invest- 
ment. Our “stockholders” are the community we 
serve. They expect, and have every right to re- 
ceive, the best service that can be offered and at 
the most economical price. Our motive, therefore, 
is to be able to render better service to more peo- 
ple. This is especially true for those hospitals 
receiving funds from the community chest, the 
state or its subdivisions, or from private char- 
itable sources. Insofar as we dispense such funds 
we act as trustees and must, therefore, exercise 
more than ordinary care. 


F ae business has an objective toward which 


Today it is the consensus of opinion among hos- 
pital people that we cannot succeed from the long- 
run point of view unless we employ those methods 
of business management which will keep the ad- 
ministrator properly and promptly informed re- 
garding the multiplicity of work carried on in the 
hospital. Hospitals should, therefore, operate 
along the lines of scientific management. If our 
costs are high, is it because of failure to make 
effective use of man power? That is, is each mem- 
ber of the organization doing his or her work in 
the most efficient way and with the most efficient 
equipment? Or, is it because of failure to con- 
sider efficiency in relation to the wage payment? 
Or, is it because supplies are not purchased in the 
most economical] quanities and at the proper time? 
Do we always buy as good quality as necessary but 
no better? By keeping adequate records, the ad- 
ministrator is in a position to measure the effect 
of changes which may be made from time to time. 


In the small hospital the administrator follows 
the various operations intimately, consequently, 
he is able to eliminate a certain amount of report- 
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ing, which is necessary in large institutions. With 
this in mind, you will recognize functions which 
I shall enumerate in the course of this discussion, 
which will be combined in some institutions, while 
in others they will be separated. 


Information Desk 


The first contact of the patient may be with 
the information clerk. Therefore, this person oc- 
cupies a very important position in our scheme 
of things. He or she, as the case may be, can do 
much to give patients and visitors the favorable 
impression which we wish them to have. These 
people will do our advertising and for this reason 
we have the additional responsibility to see that 
the advertising attracts them to the hospital. The 
information clerk must be cheerful, willing, and 
eager to help at all times, and above all, he must 
possess an even temper and acool head. For these 
reasons a great deal of care must be exercised in 
the selection of this person. Dr. Malcolm T. Mac- 
Eachern in his book, “Hospital Organization and 
Management,” points out that a nurse is ideal 
for this position. In those institutions where in- 
formation is given out concerning a patient’s con- 
dition, this would without much question be very 
desirable. However, in hospitals where such in- 
formation is not given out, a suitable lay person 
can usually be found. 


Admitting Department 


It is generally agreed in the hospital field that 
the admitting officer is in a position to do a great 
deal of good for the institution. This is another 
point where many patients have their first contact 
with the hospital. From the administrative point 
of view, the admitting officer can do much to in- 
sure a smooth working business organization. This 
person should possess those rare qualities such as 
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tact, kindliness, and a willingness to help those 
in need, while at the same time he must have 
the ability to be firm when the occasion demands. 


In many small hospitals the admitting officer 
may also be the credit officer. In large institutions 
the credit problems are handled by a different per- 
sons, and in such situations the admitting officer 
does not need to have the same qualifications. For 
the small institutions this offers little consola- 
tion, since it is obviously easier to find individuals 
with the necessary qualities for either one or the 
other of these positions but much more difficult 
to find a person who has all of the qualifications 
required for both. This person must have a good 
understanding of the hospital in general. He or 
she must be familiar with the accounting pro- 
cedures because room revenue originates at this 
point; clinical problems, for patients (in our hos- 
pital) are admitted only from the clinic; nurses’ 
problems, since it is with them that he arranges 
for the patient’s admission to a bed. It is the 
responsibility of the business manager to carry 
out the necessary program for training this person 
to insure a smooth working organization. 


The registration of patients is, in many cases, 
carried on in conjunction with the admitting de- 
partment. In this connection, we have an arrange- 
ment which may be of interest to the members of 
this group. We use a 4x6 master card which 
is printed in ditto ink. By using a ditto ribbon 
on the typewriter, we are able to transfer all or 
any part of the information to the many forms 
which are used throughout the hospital. For ex- 
ample, without any additional typewriting, we are 
able to transfer this information to the first sheet 
on the medical record, the history sheet, the Kahn 
slip, the patient’s out-patient card and, in fact, 
to as many as twenty or more sheets which go to 
various places in the hospital. 


By using a file in the admitting office with a 
folder for each bed in the hospital, we can readily 
locate the empty beds. The usual admitting form 
is made up for each patient entering the hospi- 
tal and copies are sent to the necessary places 
throughout the institution. 


Credit Department 


All financial arrangements with patients are 
made in the credit department. The size of this 
department will, of course, depend upon the size 
of the institution and the character of its clien- 
tele. Hospital policies pertaining to the extension 
of credit will differ with different institutions, de- 
pending upon their location. For example, the 
city hospital will follow different policies from the 
rural hospital. One of the functions of the credit 
department will be to separate the medically in- 
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digent from those who are able to pay. This work 
is sometimes carried on by the social service per- 
sonnel. However, some large hospitals prefer to 
have this work carried on in the credit depart- 
ment. If a patient cannot pay, this should be 
found out, if at all possible, before he is admitted 
instead of after the service has been rendered. No 
patient is, however, turned away without being 
assisted in solving his problem. The credit officer 
knows where and how this assistance may be ob- 
tained for those who cannot pay and will give 
helpful suggestions. Inasmuch as the cost of tak- 
ing care of patients who do not pay must, in the 
final analysis, be paid by those who can pay, our 
responsibility becomes quite clear. 


Some hospitals require prepayment of hospital 
accounts. The amount of the deposit varies ac- 
cording to the established practices in a given 
locality. Although some administrators are op- 
posed to this method, nevertheless a number of 
leading men do favor this procedure. Regardless 
of which policy is followed, it is important that 
the patient’s bill be liquidated promptly. 


Whenever possible, the credit officer should in- 
terview the patient or a relative either at the time 
of admission or shortly thereafter. He can give 
a fairly close estimate if he knows the diagnosis; 
and if this is not known, he may consult the ad- 
mitting physician. Many misunderstandings can 
be avoided if all prices are quoted by the business 
office and if it is generally understood that no 
others are qualified to discuss such matters. 
Whenever possible, someone besides the patient 
should be contacted regarding payments which 
are to be made while the patient is in the hospital. 


In many cases patients are in no condition to 
discuss financial matters and to do so might add 
to their difficulties. As a practical matter, it has 
always seemed to me to be a better arrangement 
if the business affairs are carried on with other 
members of the family, since they are in a posi- 
tion to do a great many more things than the pa- 
tient. If it is a matter of borrowing money, dis- 
posing of property, or making arrangements with 
some public authorities for his care, there is really 
very little that the patient can do while confined 
to bed in the hospital. 


We have gone further than many hospitals in 
the matter of requiring an advance payment at 
the time of admission. In many cases, we have 
requested that the deposit be sufficient to cover 
the anticipated care. At first thought it may 
seem to be asking too much. However, the aver- 
age patient is usually in the hospital for only 
about two weeks and, in many cases, those who 
cannot pay at the time of admission would still 
be in no position to pay at the end of the two 
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weeks’ period. Like many other systems, this 
does not work one hundred per cent. Neverthe- 
less, it has been quite successful. With the ad- 
vent of group hospitalization in Michigan, we are 
at the present time modifying our previous prac- 
tices with reference to the advance deposit. 


All hospital accounts cannot, of course, be paid 
by the time of discharge. Prolonged hospitaliza- 
tion often creates problems which could not be 
anticipated and for which the patient is not im- 
mediately able to pay. In such cases a definite 
arrangement should be worked out. Good pro- 
cedure demands that such arrangements be fol- 
lowed promptly and in some cases vigorously. A 
delinquent account becomes progressively bad. 
Except in unusual circumstances, an account that 
has not been paid on at the end of the year and 
where no interest has been shown, should probably 
be written off to bad debts. Some institutions con- 
tinue to check the collectibility of such accounts 
even after written off, in some cases even after 
the end of the statutory period. We have, for 
example, found that the economic status of people, 
particularly young people, changes rather sud- 
denly. By following these accounts on a yearly 
basis or more frequently, if the facts warrant, we 
have been able to recover enough to justify fol- 
lowing this procedure. Inasmuch as patients oc- 
casionally come back to the hospital when they 
have previously had an account which was not 
liquidated, it is good practice to put a stop notice 
on their medical record so that when they return, 
the old problem may be reviewed again, and we 
hope paid. 


If more than one person is employed in the 
credit department, the person who arranged to 
extend the credit should continue to follow the 
account until collected or written off. This pro- 
vides a check on the original judgment. The un- 
collected accounts should be reviewed periodically 
by the business manager. Perhaps it is your pol- 
icy to refer some of your accounts to a profes- 
sional collector. We have done this, but the prac- 
tice was discontinued some years ago. We feel 
that we can do a better job. - 


If your institution serves a large area, as ours 
does, it may be advisable to use some of the vari- 
ous credit agencies so that you may obtain addi- 
tional information on the patient’s ability to pay 
for his care. 


Cashiers 


If your credit officer has given a patient a rea- 
sonably close estimate of his hospital expense, the 
cashier’s problem is greatly reduced. His chief 
concern is then to see that he has all of the 
charges as he figures the patient’s account. In 
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a large institution this is sometimes difficult in 
spite of the most rigid precautions. Nevertheless, 
the number of misfigured accounts should be very 
small. Dr. Fraser D. Mooney, superintendent of 
the Buffalo General Hospital at Buffalo, New York, 
uses the daily charge sheet, which is made up 
three times each day and sent to the cashier 
(11:00 a. m., 4:00 p. m., and midnight) for report- 
ing miscellaneous charges. This sheet indicated 
when the patient was sent to surgery, when drugs 
were ordered, x-rays taken, laboratory work re- 
quested, etc. Inasmuch as each department made 
up a Sheet, it permitted a cross check. For ex- 
ample, if the patient had an x-ray, this item would 
appear on the sheet sent from the floor and on 
the sheet sent from the x-ray department. If this 
was omitted from one of these sheets, it was not 
missed altogether. There are, of course, several 
ways in which charges may be reported to the 
cashier’s office. I would like to call your attention 
to one other way, namely, the use of the requisi- 
tion. Under this system no work is performed 
for a patient unless the department has a requisi- 
tion which was made up by the doctor in charge 
of the case, indicating the work to be performed, 
and unless the requisition is endorsed by the cash- 
ier. We use the pneumatic tube system for the 
transporting of requisitions. The nurse or a ward- 
helper sends the requisition to the cashier’s cage 
to be stamped, and after approval it is returned to 
the floor and sent with the specimen to the lab- 
oratory. At the time the cashier endorses the 
requisition he makes out the charge ticket. There 
is very little possibility of its becoming lost under 
this system, and on occasions a degree of control 
may be exercised. You will notice from this pro- 
cedure that the nurse does not have to spend her 
time reporting the services on a sheet nor does 
the laboratory, x-ray department, etc., need to 
duplicate her performance. The requisitions are 
of uniform size and ultimately become a part of 
the patient’s medical record. 


Telephone Operators 


In modern business the telephone operator 
is also on the front line. Her chief asset must, 
of course, be her voice. Nevertheless, she must 
also be well trained in the use of telephone equip- 
ment. Telephone companies have worked out 
standard procedures, which should be used if you 
are training your own operators. 


From the administrator’s point of view, the 
dietetics department, housekeeping department, 
nursing department and laundry are responsible 
for the major part of the budget. 


The heads of these departments must be expert 
managers if the problem of business management 
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of the hospital is to be properly handled. While 
the superintendent or business manager does ex- 
ercise control over these groups, unless they are 
handled by people of no mean business and tech- 
nical ability, many hundreds of dollars may not 
be used in the most useful manner. Last year we 
served over two million meals. If our cost per 
meal had been one cent more, we would have had 
$20,000 less money with which to carry on some 
other important function in the hospital. While 
not much has been said about these departments, 
their importance cannot be over-estimated. The 
real job is well on its way to solution when the 
administrator has placed an able and efficient per- 
son in charge of each of these functions. 


Financial Management and Control 


Unless expenses are controlled and the vital 
income is forthcoming, our hospital will soon suf- 
fer from a sclerotic condition brought on by an 
over-dose of expenses for a maldeficiency of in- 
come. If our financial metabolism is within proper 
limits, we shall survive the storms. 


The fundamental basis of financial management 
is an adequate accounting and statistical set-up. 
The administrator can no longer keep his records 
in his head. Each day the facts must be gathered 
and summarized. Periodically these data must be 
interpreted and presented in report form for the 
governing body. Industry must know its costs, 
must know its sales area, and the effectiveness of 
its advertising program. A hospital must also 
know its costs, anticipated number of patient days, 
and the effectiveness of its medical program. Any 
organization, whether industry or hospital, that 
renders the most efficient service at the lowest 
cost to the greatest number of people has made 
a worthy contribution. 


The accounting system must provide for the 
segregation of operating expenses and non-oper- 
ating expenditures, operating expenses being those 
items which are involved in the ordinary course 
of events, and non-operating expenditures those 
items which cannot be properly charged to the 
current period in toto. For example, new x-ray 
equipment may be installed. Part of the expendi- 
ture may be applied to the current period as an 
expense. However, the equipment will last for 
several years; since the benefit is to be derived 
in subsequent periods, the expenditure must be 
allocated over the period of usefulness. 


Revenue and expense must be so coordinated as 
to permit the administrator to maintain a steady 
financial policy. The system should be as simple 
as possible and should permit the preparation of 
reports promptly and regularly. 


Generally speaking, hospitals operate on a nar- 
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row margin, sometimes ending the year wit! a 
small gain, but more often with a loss. With this 
fact in mind, I should like to call your attention 
to an equipment replacement and depreciation 
program, which is unusual in the hospital field. 
Several years ago a hospital was suddenly con- 
fronted with the problem of maintaining a greatly 
increased inventory of equipment. To a certain 
extent hospitals are subject to the usual variations 
in the.business cycle, consequently, they are much 
harder up in some years than in others. This 
situation was recognized at that time and some 
far-sighted men initiated the program of charging 
depreciation expense each year against income as 
one of the expenses of the business. This particu- 
lar hospital was fortunate in being provided with 
a good nucleus at the outset of the program. A 
sinking fund was started, to which an amount 
equal to the yearly depreciation charge was added. 
These additions, with the interest, soon built the 
fund up and it became evident after a few years 
that the interest from this fund would take care 
of routine equipment replacements. This program 
has now been in operation for 15 years and in- 
sures equipment being maintained at a high level 
of efficiency. It is true that this fund provides 
a hidden source of income, nevertheless, it is 
sound business policy, since equipment will be 
replaced when necessary regardless of the current 
financial condition of the hospital. 


Two broad divisions exist in the accounting 
system—revenue accounting and expense ac- 
counting. 


Revenue Accounting 


A charge should be made for every service ren- 
dered and it should be the responsibility of each 
person rendering the service for the hospital to 
see that the charge is made. This applies to serv- 
ice rendered to hospital personnel as well as to 
others who may be extended courtesies. Failure 
to render a charge indicates a lack of revenue 
policy and permits the members of the hospital 
personnel to dispense the hospital charity. After 
the charge has been placed on the account, the 
method of liquidation will vary according to the 
individual situation. For hospital personnel it 
may be charged back as an expense item either 
in whole or in part. In this case the administrator 
will have measured the extent of such service and 
will be able to pick out the chronic case and take 
appropriate action. Another advantage of this 
policy is that the various members of the hospital 
will be more apt to always report service rendered, 
if it is not their responsibility to decide when a 
charge is to be made and when it is to be omitted. 


The principal reason for recording and accumu- 
lating revenue is so that itmay eventually be com- 
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pared with the cost of rendering the service. This 
is the ultimate purpose of keeping records and 
represents business management itself. 


As a means of controlling service rendered and 
at the same time insuring that a proper charge 
is made, the signed requisition, as already indi- 
cated, offers one way of handling this problem. 
As previously pointed out, the physician in charge 
of the case writes a requisition ordering the serv- 
ice that is to be performed; and inasmuch as it is 
a definite rule that no laboratory work is done ex- 
cept on the basis of a requisition stamped by the 
cashier, a fair degree of control is exercised. Con- 
trol is also exercised from another direction. Since 
there is an ultimate comparing of revenue and 
expense by departments, the natural tendency is 
to receive credit for all work done. In the above 
procedures, the cashier has no authority to 
“charge” service to the patient’s account unless 
the patient is confined to the hospital. In this 
case it is the responsibility of the credit depart- 
ment to follow the account to see that proper 
financial arrangements are made to cover the serv- 
ice which is being rendered. 


Expense Accounting 


In order that we may be able to compare reve- 
nue and expense, it is necessary that a certain 
amount of departmentalization be done; just how 
much will depend upon the requirements of the 
particular hospital. At the University Hospital 
we are departmentalized to a considerable degree. 
The broad divisions are administration, dietetics, 
housekeeping, nursing, physical plant, stores de- 
partment, clinical units, laboratories and certain 
general units. All direct expenses are charged to 
the units according to the departmental number 
by means of stores requisitions and time cards. 
That is; labor and commodities actually used in 
these units are charged to the respective units. 
Each employee’s time card will indicate the type 
of labor being performed and the department in 
which the employee is working. At the end of 
each payroll period, when the time is totaled, it 
is divided among the different departments. Thus 
we can accumulate the total cost for general duty 
nursing care, orderly time, ward helpers and ward 
clerks for each nursing unit. Commodities are 
kept track of by means of requisitions. No com- 
modity is issued from hospital stores or ordered 
by the purchasing department unless a requisition 
has been received which has been signed by the 
department head and approved by the director or 
his representative. Each requisition must also 
indicate the department to which the material is 
to be charged. Thus, we can also accumulate the 
cost of commodities for each unit. By adding 
these two types of expense together, we have di- 
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rect expense for each unit The next step is to 
divide the direct expense by the number of units 
of service produced, thereby arriving at the unit 
cost, which may be used as an index of efficiency 
of the department. This would give us the cost 
per patient day, per B.M.R., per x-ray, per electro- 
cardiogram, and these figures may be more read- 
ily used in making comparisons between different 
periods. It is good policy to discuss the matter 
of direct expense with the department heads. Un- 
less they are properly informed, they may not 
realize that their costs have increased; or if they 
have reduced their cost, this should also be made 
known to them. 


In order that the governing body may be able 
to establish proper rates for the services rendered, 
this analysis should be carried one step further. 
There are certain departments in the hospital 
which do not produce revenue directly. The busi- 
ness office, purchasing department, storeroom, 
etc., do not receive incomes from patients by way 
of a direct charge, consequently, the cost of main- 
taining these departments, which are operated for 
the benefit of the hospital as a whole, must be 
distributed over those units which produce reve- 
nue. In general, these costs are allocated on the 
basis of direct expense. By adding to the direct 
expense the general overhead allocated to each 
department, we arrive at the total cost of operat- 
ing each unit. 


Our next objective is to determine whether the 
income equals the expense. By comparing income 
and expense, we will find that some departments 
operate at a loss, others at a profit. With this in- 
formation, the administrator is in a position to 
make those decisions which must be made from 
time to time. The larger the institution, the more 
the administrator must depend upon such facts in 
establishing general policies. 


Budgets and Budget Making 


The procedures just described are invaluable 
as a basis of budget preparation, since a budget 
must be based upon past experience. A budget 
represents an estimate of future expense. It ex- 
presses the forecast for those who are responsible 
for the administration of the hospital. Budgets 
were used principally in governmental affairs until 
1921. Since then industry and some of the larger 
hospitals have taken up budgeting as a serious 
matter. To business it is now the record of a 
systematic plan based on the intelligent analysis 
of the data of past performance and careful and 
critical study of business conditions and trends. 
More and more attention is given to the problem 
of controlling and coordinating the various de- 
partments and activities which are involved in the 
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business by means of a systematic budgetary 
procedure. 


To control and operate a budget it is important 
that we have a proper form of organization. It 
is essential that the personnel be properly placed, 
authorities defined, and function controlled. To 
control effectively the various activities, the ac- 
counting system must be so constructed as to re- 
flect complete information at all times. This is 
accomplished by accumulating direct expenses for 
each units each month as pointed out. 


The simplest and perhaps most common type of 
budget consists of a statement of estimated re- 
ceipts and disbursements for a definite accounting 
period. In our hospital, each departmental budget 
is prepared by the department head, who is re- 
sponsible for the execution of the budget. After 
the estimates are prepared they are assembled 
and combined into a balanced program of opera- 
tion for the several units. This combination and 
revision is done by the budget making authorities 
After the plan or budget has been put together, 
the expected revenue and expenses are compared. 
If the expense exceeds the revenue, two courses 
of action are open. Look for means of raising 
additional funds or reduce departmental expenses. 


The first and primary test of the efficiency of 
management is its ability to carry out the budget 
already agreed upon. It is, however, necessary to 
revise the budget when the original proves incor- 
rect. A good example of this occurred at the 
University Hospital. The annual budget was com- 
pleted in April. About the middle of June certain 
legislation was passed which made it evident that 
our patient days would decrease about 30 per cent. 
In this case it was necessary for us to change our 
budget even before it went into operation. We esti- 
mated the amount of decreased income and forth- 
with took proper measures to reduce expenses by 
this amount. Fortunately, it is not always neces- 
sary that adjustments be made in this direction. 


Inventory 


Proper buying and stocking are important as- 
pects of good management, and the organization 
of methods employed in handling merchandise and 
material cost should be based on the recognition 
of this fact. One of the important functions of 
a continuous record of such cost is the service 
rendered to the purchasing department in facili- 
tating the control of purchasing. In almost all 
concerns the problem of purchasing, inventory to 
be carried, and anticipated volume of business 
must be carefully coordinated and a program 
worked out so that the financial department will 
have the necessary funds on hand at the proper 
time. Too much inventory ties up funds which 
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may be needed for more urgent requirements in 
the hospital. Furthermore, large purchases of 
supplies at one time may involve the problem of 
borrowing money with the consequent additional 
cost. Whenever this is done, the advantage must, 
of course, be compared with the additional cost. 


It is a fundamental rule of issuing supplies that 
no goods leave the storeroom except to fill properly 
authorized requisitions. These requisitions, as 
already indicated, should be signed by the head of 
the department and by the director or his repre- 
sentative. The continuous book inventory or per- 
petual inventory has become standard practice. 
The most difficult part of this system is to keep 
the entries posted daily. This eliminates the ne- 
cessity of actually counting the items except 
periodically. Some of the advantages of this sys- 
tem are: (1) the balance on hand can be readily 
determined; (2) it facilitates the control of stock; 
(3) by establishing minimum stock to be carried, 
it provides an easy means of initiating orders rou- 
tinely to maintain the necessary quantities on 
hand; (4) it also helps to eliminate definite waste. 
On the other hand, some of the disadvantages of 
this system are: (1) it necessitates additional 
bookkeeping to post all items issued from stock; 
(2) it is still necessary to take a physical inven- 
tory periodically; (3) errors may occur in post- 
ing. I believe, however, that the advantages out- 
weigh the disadvantages. 


A great deal more could be said on this subject. 
However, there are a number of good books which 
may be consulted for further detail. Perhaps the 
most recent material on this subject is the booklet, 
“The Storage and Issuing of Hospital Supplies,” 
by Nellie Gorgas of the University of Chicago 
Clinics, which was published by the American 
College of Hospital Administrators. 


Another inventory which should be included is 
that of hospital equipment. In order that we may 
be able to know the value which has been “used 
up” in the current period, adequate records must 
be maintained, showing the price installed, the 
estimated life, residual value, and from this will 
be figured the monthly charge which is to be made 
against income. An identifying mark is placed 
on equipment to facilitate locating the inventory 
record and vice versa. A physical inventory 
should be taken at intervals of from three to five 
years to verify the records. A specialized type 
of inventory is the “Inventory of Standard Equip- 
ment and Supplies.” A standard quantity has 
been established and each month an inventory is 
taken on the basis of which orders are placed to 
bring the inventory back to standard. Such a 
procedure is sometimes followed for such items 
as pots and pans, etc., in the dietetic department. 
It is used only for small items such as these. 


HOSPITALS 








~~ — -S SS SS *. «2 we rele ee oO Ut hlUmh COT 


SS ee SS” el Ce 










































n Hospital Forms the automatic wage increase method because we 
f . have found that it has reduced our labor turnover 
f The business manager should be constantly and has promoted better labor relations. Under 
1 striving to reduce the number of forms and to im- this method there is no discrimination between 
4 — their efficiency. For example, a charge different employees doing similar work. This 
3 ticket which must be alphabetized should be made method is in operation for ward helpers, orderlies, 
t ap = such form that the ae will stand out. No porters, maids, elevator operators, general duty 
; lines should be drawn which would tend to box nurses, and in fact most of our personnel below 
é the name up, since this will reduce the speed in the supervisor level. 
; using the ticket. The information should appear 
i in the same place on each ticket. That is, if the Working Conditions 

information appears in a different place on each 
; ticket, the user is subjected to increased eye I would like to add a few words about working 
strain. Inasmuch as we use the International conditions. I think that some mention should be 

punch card system, this is an important factor. made since sooner or later this matter is involved 
We have about a thousand miscellaneous charge in the income sheet. There is real economy in 

tickets each day which are punched on the tabu- providing employees with good working condi- 
j lating card, and with this volume it is quite evi- tions. Their equipment should be such that you 
; dent that anything that will reduce eye strain will will be able to obtain the greatest good from their 
materially increase the production of the punch services. Lighting, ventilation, working space, 
operator and improve this person’s working con- and in fact anything that may add to the personal 
ditions. All charge tickets, for example, should comfort and efficiency of the employees should be 

be of uniform size to facilitate their handling and given serious consideration. The majority of us 
filing. spend the greater part of our time on the job. 
Unless we are kept happy in that job, the organ- 
Wage Payment ization does not receive the greatest return on its 
: ae : investment. Our personnel policies should encour- 
There are different opinions regarding the age individual initiative. 

methods of wage payment. Some of the admin. 

istrators do not favor the automatic wage increase In conclusion let me say again that you have 

system. Under this plan, if a person is still work- every reason to promote the use of the most ef- 
| ing for the institution, he will automatically re- ficient methods in your hospital. The costs of any 
ceive a wage increase at the end of the previously business must be spread over the units produced. 
. determined period. For example, a certain group Unless we are constantly on the alert to take ad- 
| of hourly employees start at 35 cents per hour. vantage of every economy consistent with the 
| They are increased automatically according to the quality of work being done, those least able to 
) following schedule: 1 month—2 cents; 3 months must pay for our inefficiency. We must be continu- 
| —2 cents; 6 months—2 cents; 9 months—1 cent; ally searching for new and more economical meth- 

12 months—1 cent; 15 months—1 cent. We prefer ods of performing old tasks. 
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Alexian Brothers Hospital, Chicago, Celebrated Diamond Jubilee 


The Alexian Brothers Hospital of Chicago, the Alexian Brothers’ Hospital Foundation, composed 
only hospital in the middle west operating exclu- of laymen, assisted in the celebration. 
sively for male patients, was founded seventy-five 
years ago by Brother Bonaventura, founder of the 
American province of the Alexian Brothers. The 
first patient was picked up off of the street by 
Brother Bonaventura, who carried the unfortu- 


The oldest member of the Alexian Brothers 
Hospital staff is Brother Cyprian, age 83, who has 
been in continued service in the institution longer 
than any one else. 








a? man home on his shoulders and laid him on The patients admitted include all races and 
1s own bed and administered to him. creeds, and during the past five years more than 
The Alexian Brothers Hospital celebrated their 9000, — cance have hem: coved: far is the 

diamond jubilee on April 22, 23, and 24. The hag. 

women’s auxiliary, consisting of eight hundred This hospital is one of the finest institutions 

women of all creeds, with the cooperation of the in the Chicago metropolitan area. 
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Economy in Hospital Operation 


RALF COUCH 


tion are terms loosely used and are often 
more effective in conversational practice 
than in actual practice. 


B tim we the budget and economy in opera- 


That human trait of desiring to keep up a front 
despite a lack of actual knowledge of skillful 
management has led many an administrator into 
difficulty. Let us hope for greater correlation 
between facts and knowledge and wishful think- 
ing. 


Before a board of directors is in a position to 
determine effective economy, it is essential to 
perform an important function: to formulate a 
plan of operation, with specific functions and ob- 
jectives, including careful study of the mechanism 
of putting these into practice. For example, the 
administration of a hospital may provide for its 
operation at standards recognized by accrediting 
agencies and yet fall short of its objectives be- 
cause of the false concept of realizing accomplish- 
ments with an undermanned, poorly paid staff of 
workers. Many hospitals today seek the prestige 
merited by those that practice what they preach, 
yet fail to deliver service of a standard commen- 
surate with that which they represent to the 
public and to the accrediting agencies. 


Economy Should Enable a Hospital to Maintain 
Its Objectives—Not Destroy Them 


Personnel relationships and management offer 
the hospital administration the greatest oppor- 
tunity to demonstrate economy in operation. 
Careful selection, proper compensation, satisfac- 
tory working hours, a training program—these 
are factors that produce satisfied and loyal em- 
ployees. An interested personnel will help the 
superintendent. If he is competent he will know 
this. 


In discussing personnel relationships, let me 
state that I am not in sympathy with the practice 
of “squeezing the payroll.” Payroll squeezing is 
not managerial economy; too often it is exploita- 
tion. Each employee can contribute his bit toward 





Presented at the Convention of the Association of Western 
Hospitals, March, 1941, San Francisco. 
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the efficient delivery of the hospital’s product— 
service to the sick. If a spirit of cooperation and 
loyalty is to be encouraged and developed in the 
hospital worker, he must feel that he is being 
fairly dealt with; and therein rests a fundamenta: 
approach to economica) results, 


Another axiomatic fundamental] of administra- 
tion: the superintendent must know the function- 
ing of all phases of the operation of the hospital. 
He must make each employee and department 
head feel the responsibility of his position; and 
once authority is delegated, there should be no 
interference. Each employee should be taught 
that the efficient practice of economy is a major 
part of his responsibility and the superintendent 
must know that such economy is being exercised. 


Other Points of Attack to Aid in Economy 


Planning for future operating periods—No hos- 
pital can gauge its operation without a guide and 
control in the form of a budget. This forecast is 
essential to sound planning for future operating 
periods. Administrators are prone to think of 
the budget only in terms of expenditures, whereas 
estimation of income is equally important. Ex- 
penditures must be contingent upon income. 
Budget planning must first contain. accurate esti- 
mates of sums to be realized from the sources of 
revenue before the amount to be expended can be 
determined. It is often argued, “We can’t operate 
on a budget. We don’t know what our income 
will be.” It is just as feasible to estimate future 
income, however, as it is to estimate future ex- 
penditures. 


Economy follows a planned expenditure pro- 
gram. The more thinking one can devote to a 
particular problem, the better the results will be 
—and, incidentally, the budget is an excellent 
place to concentrate! 
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Financial reports exhibit the status and prog- 
ress of the budget and can be employed advan- 
tageously in comparing previous experience in 
operation. If such comparisons bring out mis- 
takes they should be one of the most prolific 
sources of information. Cost accounting with 
resultant indices, if used intelligently, is a most 
valuable aid to the hospital administrator. 
Methods of producing scientific measurements 
that enable comparison of operating factors can- 
not fail to produce results. 


Scientific purchasing—Little need be said as to 
the value of scientific purchasing. Almost all hos- 
pitals recognize the value of trained purchasing 
personnel. The combination of purchasing and 
stores best suits the control of materials pur- 
chased, stored, and issued. Even in smaller hos- 
pitals where the superintendent supervises pur- 
chases, a centralized method of storage and issue 
will prove a valuable aid. Losses may occur 
through employee pilfering but can be minimized 
through a plan of stores and issue. 


Job analysis—Training programs should be in 
force for new employees, particularly in the non- 
skilled groups. Each new employee should be 
given a manual of organization, administration, 
and personnel relationships. A plan of instruc- 
tion on-the-job should supplement general infor- 
mation about the hospital. Job analysis should 
result in a definite method of teaching employees 
the job. This method not only will produce sav- 
ings in. employee time and in hospital supplies 
but will promote understanding and loyalty to the 
institution. 


Efficiency—While the house and property de- 
partment of a hospital is recognized by the major- 
ity of superintendents as necessary, how often do 





they consider its efficiency? Too many times we 
hear administrators remark: “Oh, I have men 
who can do anything.” Efficiency and economy in 
operation of this department may require more 
than “jack-of-all-trades” personnel. Perhaps one 
job done well is better than many poorly done. 
It may not be as economical as may be supposed 
to make everything the hospital needs. A hospital 
of patched-up physical appearance may create a 
professional and community impression that it 
delivers patched-up service to its patients. It 
should be remembered that, all things being equal, 
skilled tradesmen command good wages and a 
well-organized property department commands 
expert workmanship. 


Collections—Bad debts are losses. This type of 
expense to a hospital can make or break it. A 
slight change in the percentage of losses through 
failure to collect the hospital bills may represent 
thousands of dollars in losses that might be turned 
into income. The important function of the credit 
department of the hospital is not essentially the 
efficient collection of bills but the plan and ap- 
proach made on the first visit. A thorough un- 
derstanding at that time is far more effective 
than a dozen bill collectors. A firm, sympathetic, 
and courteous approach to clients of your hos- 
pital is certain to reduce losses. 


In a discussion of economy in operation, one 
continually returns to fundamentals of hospital 
administration. Inasmuch as management and 
economy go hand-in-hand, an alert, efficient, and 
humane leader surrounded by a skilled and will- 
ing staff is the answer to the problem of a bal- 
anced budget and economic operation. 


“Economy” is economy only if it enables a hos- 
pital to maintain its principles and objectives. 





Philanthropy from Father to Son 


Half a century ago, Jonas Weil, a prominent 
New York philanthropist, founded Lebanon Hos- 
pital, New York City. It is characteristic of a 
great many of our American families that philan- 
thropies started by the grandfather or father are 
handed down as a heritage through the family to 
their sons and grandsons. 


This is true of the Weil family. On Sunday, 
April 20, L. Victor Weil, son of Jonas Weil, laid 
the cornerstone for the new Lebanon Hospital, a 
twelve-story structure at Grand Concourse, 173rd, 
Selwyn Avenue and Mt. Eden Avenue, The Bronx. 
L. Victor Weil is chairman of the committee which 
will raise $1,000,000 toward the construction and 
equipment of this fine new institution. 
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It is interesting to know that the policies in- 
augurated for the hospital have been continued 
to this day and will be continued in the new in- 
stitution. ‘‘All who are sick will be admitted to 
the new hospital—as they always have been ad- 
mitted to the old—regardless of their ability to 
pay and without discrimination because of race, 
color, or creed.” 


ne 


The Government to Train Technicians 


The Fitzsimons General Hospital, Denver, Col- 
orado, will be one of the seven large army hospi- 
tals in which hospital technicians of the different 
classifications will be given courses in training. 
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Hospital Service Plan News 


Prepared by the Hospital Service Plan Commission 


Our Hospitals—Our Plans 


The coming of National Hospital Day, May 12, 
provides the occasion for four groups to proclaim 
and reaffirm their interdependence in the common 
desire to provide hospital care to the American 
people. These groups are: hospital administrators 
and trustees, who coordinate paid personnel and 
scientific equipment; medical staffs, who assume 
primary and continuous responsibility for diag- 
nosis and treatment; hospital service plans, which 
are a rational means for budgeting hospital care; 
subscribers, who pay their subscriptions and re- 
ceive the service. 

Hospital service plans are dependent upon the 
guarantee of member hospitals for service to their 
subscribers. Enrollment representatives of ap- 
proved plans may, in. a very real sense, speak of 
“our Hospitals.”’ Conversely, the hospitals, which 
sponsor and support the group budgeting plan in 
a community, are correct when they say “our 
Plan.” 

The medical staff and subscribers, in turn, may 
speak of both “our plan” and “our hospitals.”” The 
physician who determines which subscribers are 
to receive benefits under an. approved hospital 
service plan also prescribe and direct the care in 
the member hospitals. The subscribers who con- 
tribute regular amounts with which to pay their 
bills also receive services in hospitals which are 
constructed and supported from community re- 
sources and contributions. 

Each of the four groups—hospitals, doctors, 
plans, and subscribers—are component forces 
which have made the hospitals “guardians of 
health” for the nation. Their joint activities 
exemplify the combination of private enterprise 
and social responsibility which we designate with 
justifiable pride as “the American way of life.” 

C. R. R. 


For and About Hospitals 


Representatives of hospital service plans ap- 
proved by the American Hospital Association are 
in accord that a program of public education is 
necessary if the American people are to receive 
the maximum benefits from group budgeting plans 
for hospital care. They are also in accord with the 
general proposition that the story of hospital 
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service plans is essentially the story of hospital 
service itself. 

A sound motion picture, recently prepared by 
one of the approved plans, has been issued for 
general use by the Hospital Service Plan Commis- 
sion. The title of the film is “Worries Away”’; it 
is a story of hospitals and the scientific, economic, 
and social advances contributing to their develop- 
ment in America. 

The film tells not only the story of how science 
has conquered disease, but how the administrators 
and trustees of hospitals have taken the leader- 
ship in making hospital care available to the 
American public by recognizing that hospital care 
is a problem of economics as well as medical 
science. It contains a brief general description of 
the principle of group budgeting without reference 
to rates and benefits of specific plans. 

A number of the approved plans have purchased 
copies of this film, and a limited number of the 
sixteen millimeter size will be available for rental 
at a nominal fee through the Hospital Service Plan 
Commission. Requests for their use should be 
made sufficiently in advance of the scheduled 
showing to insure delivery. 

The film will operate on any standard portable 
sound motion picture projector and takes eleven 
minutes to show. It is particularly suitable for 
short programs at luncheon meetings of business 
clubs. 

Government Cooperation 


Hospital Plan, Inc., of Utica, New York, in co- 
operation with the Farm Security Administration, 
a branch of the Federal Government, has enrolled 
in the Ward Service Plan, 204 farm families living 
in Chenango County. 

Although the original government idea was to 
set up its own plan, the Farm Security Adminis- 
tration now arranges details with the farmer and 
advances the annual premium to a trustee or local 
office, which accepts the Plan’s bill on an annual 
basis and remits directly to Hospital Plan, Inc. 

Enrollment of similar families assisted by the 
Farm Security Administration is going forward 
throughout the territory. It is hoped in this way 
to prove that private enterprise, operating with- 
out private gain, will answer a demand which 
otherwise would become a government function. 
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In addition to this experiment which is actually 
under way in the Utica territory, consideration of 
similar arrangements is being made for Farm Se- 
curity Administration assisted families in other 
territories served by non-profit plans, including 
those with headquarters in Buffalo, Pittsburgh, 
Philadelphia and St. Louis. 


Plan Publicity 


The picture below shows Dr. Henry S. Joyce, 
president of the Hospital Association of Rhode 
Island, presenting an embossed approval certifi- 
cate to Governor J. Howard McGrath, signifying 
that the Rhode Island Plan has been. reapproved 
by the American Hospital Association for the year 
1941-42. 

In receiving the certificate, Governor McGrath 
said that he was exceedingly glad to note the fine 
record of the plan during its first year and a half 
of operation, and expressed his confidence that the 
future program of the Blue Cross would “‘continue 
to satisfy the peopie of the State. The fact that 
more than 32,000 residents of Rhode Island have 
joined together to provide hospital protection for 
themselves is an indication of American democracy 
at work. It is encouraging to see people doing for 
themselves what Government might otherwise 
have to do for them. 

“More than 1500 employees of the State of 
Rhode Island and their dependents have availed 
themselves of the Blue Cross through their de- 
partments, thus giving the State a very consider- 
able interest in the Plan. I shall always try to keep 
in touch with it. This is a fine thing you are doing 
for the people. ...” 

* * * 

An article describing nonprofit hospital service 
plans generally, and Group Hospital Service, Inc., 
of St. Louis, specifically, written by Harry J. 
Hagen, entitled “So Labor May Know,” appeared 
in the April 12, 1941, issue of the St. Louis Labor 
Tribune. Mr. Hagen is prominent in labor circles. 





Left to right: Stanley H. Saunders, Governor J. Howard 
McGrath, Dr. Henry S. Joyce 
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On March 23, 1941, the Albany, New York 
Times-Union carried a full-page of pictures and 
story about the Associated Hospital Service of 
Capital District entitled “Health Becomes ‘Big 
Business’ Under Albany Plan.” 


Meetings 


The first annual meeting of the North Dakota 
Hospital Service Association, held on April 3, 1941, 
was attended by representatives of hospitals, the 
medical profession, and business, including eighty 
group leaders. The latter group voted to elect an 
executive committee of twenty members to advise 
with the Board in the management of the Plan. 
This Subscriber Committee will be composed of 
representatives of subscribing groups classified by 
size so that both large and small groups will have 
an opportunity to express their wishes. 

* * * 

Capital Hospital Service, Harrisburg, Pennsyl- 
vania, celebrated its Third Anniversary at a din- 
ner on March 28, 1941. The speakers included Basil 
C. MacLean, M.D., president-elect of the American 
Hospital Association, and E. A. van Steenwyk, 
chairman of the Hospital Service Plan Commis- 
sion. 

Radio programs over four local stations, movie 
trailers in the motion picture houses of Harrisburg 
and Reading, and cards placed in the racks of 500 
busses in the area served by the Plan commem- 
orated the occasion. 

* * * 

The second anniversary of the Michigan Hos- 
pital Service, and the first anniversary of the 
Michigan Medical Service, were observed March 
26 at a subscription dinner in Detroit. Rev. Al- 
phonse Schwitalle, S.J., dean of Medicine of the 
University of St. Louis, and James A. Hamilton, 
director, New Haven Hospital, addressed the 
group which included representatives of hospitals, 
the medical profession, social, health and welfare 
agencies, the judiciary, government and business. 


New Plan in Operation 


Plan for Hospital Care, the nonprofit hospital 
service plan for the province of Ontario, with 
headquarters in the Excelsior Life Building, To- 
ronto, began enrolling subscribers in March, 1941. 
N. H. Saunders is director of the Plan which is 
sponsored by the Ontario Hospital Association. 


Legislation 


The Workmen’s Compensation Act for the State 
of Rhode Island was recently amended by the 
Legislature to increase the allowance for medical 
and dental services, as well as medicines, from 
$200 to $300. The amendment also increased the 
maximum allowance for hospital care from $300 
to $500, and provided, further, that the per diem 
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charge for hospital services should be increased 
from $3.00 to $4.50, in addition to regular fees 
charged by the hospital for laboratory, x-ray, 


anesthesia and other hospital services. 
* * * 


The present session of the Legislature of the 
State of Kansas passed the Enabling Act for non- 
profit hospital service corporations which was de- 
described in this section of the April issue of 
HOSPITALS. 


Speeches at Regional Hospital Association 
Meetings 


F. P. G. Lattner addressed the Hospital Record 
Librarians on April 22 at their meeting in connec- 
tion with the Iowa Hospital Association Conven- 
tion. 

kK * * 

The Hospital Service Plan Section of the Mid- 
West Hospital Association Meeting in Kansas City 
on April 25 was presided over by Walter R. McBee, 
executive director of Group Hospital Service, 
Tulsa, Oklahoma. The speakers included Ray F. 
McCarthy, executive director, Group Hospital 
Service, St. Louis; Earl R. Sweet, executive direc- 
tor, Group Hospital Service, Kansas City; William 
S. McNary, executive director, Colorado Hospital 
Service Association, Denver; R. L. Loy, Jr., super- 
intendent, General Hospital, Oklahoma City; C. 
Rufus Rorem, director, Hospital Service Plan 
Commission. 

* * * 

The sessions of the Ohio Hospital Association 
Conference included a section on group hospital- 
ization, at which Robert H. Bishop, Jr., M.D., di- 
rector, University Hospitals, Cleveland; Maurice 
E. Pollak, president, Hospital Care Corporation, 
Cincinnati; and John A. McNamara, director, 
Cleveland Hospital Service Association, presented 
papers. 


Dividends and Changes in Benefits 


In March, 1941, Associated Hospital Service of 
Maine offered to its subscribers a new low-cost 
service, known as the Essential Service Plan, at a 
cost to the individual subscriber of 60 cents a 
month, husband and wife, $1.00 a month, and en- 
tire family $1.25 a month. Except for care in ward 
accommodations and the payment of $1.00 per day 
for the hospitalization of children under the 
family contract, the benefits are similar to those 
under the semi-private plan. 

* * * 

The Hospital Service Plan of the Holston Valley 
Community Hospital of Kingsport, Tennessee, 
George W. Eutsler, director, sent the following 
notice to subscribers: “In the judgment of the 
Executive Committee the accumulated reserve in 
the Hospital Service Plan is sufficient to justify 
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remission of dues for all classes of members for 
the month of March, 1941. Accordingly no dyes 
will be collected from members or deducted by em- 
ployers for that month.” This is the fifth monthly 
subscription not collected from subscribers to this 
plan during the past twelve months. 

* * * 

At the annual meeting of the Board of Directors 
of Capital Hospital Service, Inc., Harrisburg, 
Pennsylvania, certain changes in the administra- 
tive regulations of the Plan were approved, as 
follows: 

Whenever 75 per cent of the eligible employes 
of an enterprise enroll as members of the Plan, the 
provision in the contract excluding benefits for 
pre-existing ailments is waived. The waiver does 
not include maternity service. 

In the transfer of a potential maternity patient 
from a Plan participating in the reciprocity pro- 
gram, to Capital Hospital Service, a time credit to 
apply on the ten months waiting period will be 
allowed for that portion of the period of member- 
ship served in the Plan from which the transfer 
was made. 

No married woman will be eligible for maternity 
service unless her husband is also enrolled as a 
member of the Plan. 


Personnel 


Walter P. Black has been named district man- 
ager of the Bangor office of the Associated Hos- 
pital Service of Maine. Mr. Black formerly served 
the Plan as state enrollment supervisor. 

* * * 

George D. Chapman, has joined the staff of 
the Associated Hospital Service of Maine as field 
representative. 

* * *% 

Paul Richter took up his duties as Director of 
Public Relations for Associated Hospital Service 
Corporation of Massachusetts during April. 

* * * 

Frank Van Holte has been engaged by Hospital 
Care Corporation, Cincinnati, as statistician. Mr. 
Holte was formerly associated with the Scripps- 
Howard Organization as assistant to the chief 
statistician. 


New Participating Hospitals 

Manitoba Hospital Service Association, Winni- 
peg; Brandon General Hospital, Brandon. The 
Plan has issued a special descriptive folder for 
enrollment in this area. 

Hospital Service Association of Northeastern 
Pennsylvania, Wilkes-Barre: Community Hospi- 
tal, Jersey Shore; Hazleton State Hospital, Hazle- 
ton; Mid-Valley Hospital, Peckville 

Group Hospital Service of Illinois, Alton: St. 
Anthony’s Infirmary, Alton; Passavant Memorial 
Hospital and Our Saviour’s Hospital, Jacksonville 
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Minnesota Hospital Service Association, St. 
Paul: Hendricks Hospital, Hendricks 

Associated Hospital Service Corporation of Ala- 
bama: Jefferson Hospital, Birmingham 

Associated Hospital Service, Milwaukee: Be- 
loit Municipal Hospital 


Northern Illinois Hospital Service, Rockford: 


Morris Hospital, Morris 

North Dakota Hospital Service Association, 
Fargo: Trinity Hospital and Jamestown Hospital, 
Jamestown; Mercy Hospital, Oakes; Mercy Hos- 
pital, Valley City 

Capital Hospital Service, Harrisburg, Pennsyl- 
vania: Philipsburg State Hospital, Philipsburg 

Huntington Hospital Service, Inc.: Rife-Fergu- 
son Hospital, Kenova, West Virginia; Holzer Hos- 
pital, Gallipolis, Ohio. 


News from Approved Plans 


Vol. 1, No. 1 issue of The Blue Cross published 
by the Associated Hospital Service of Southern 
California, Los Angeles, appeared in February, 
1941. This issue presents the story of the progress 
of the Plan and the meaning of the “Blue Cross” 
locally and nationally. 

* ok * 

According to Abraham Oseroff, vice-president, 
the Hospital Service Association of Pittsburgh 
has paid more than $87,000 to non-member hos- 
pitals, representing over 2,000 cases, part of 
which was paid to hospitals in Guatemala, Hawaii, 
Newfoundland, Panama, and the Philippine 
Islands. 

At the present time, hospitals receive an aver- 
age daily rate of payment of $5000 for the care of 
the Plan’s members. 

* * * 

The following is excerpted from an article by 
Irvin Abell, M.D., which appeared in the Vol. 1, 
No. 1 issue of Blue Cross News, published by the 
Louisville Community Hospital Service in Febru- 
ary, 1941: 

“The basic physical strength of a nation 
lies in the health of its people, since physical 
and mental health constitute its most valu- 
able asset... . No longer need anyone... do 
without hospitalization since the formation 
of Community Hospital Service . . . by Louis- 
ville’s hospitals. Anyone, even those with the 
most moderate income, may now budget 
through the Community Plan for unpredict- 
able hospital expense of themselves and fam- 
ilies, 

“The Louisville hospitals, through their 
up-to-date facilities, are making a valuable 
contribution to the health of this community. 
They are also making a valuable contribution 
in providing a plan whereby these facilities 
are made available to all.” 
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Michigan Hospital Service now issues two 
monthly bulletins: one is sent to representatives 
and group leaders; the other to hospitals. 

* * * 

The following letter of “resignation” was re- 
ceived by the Hospital Service Association of New 
Orleans from one of their “Cajun” members: 

“Dear Sir, I wanted to tell for that I think it 
better for give the resign for this society. be- 
cause I would be able to keep up my note in pay 
this azzyment (assignment). please notefield 
(notify) me because I think I quit.” 

ok * * 


A Citizens Committee of the Community Hos- 


‘pital Service of Louisville, Kentucky, consisting 


of eleven executives of business firms which are 
enrolled in Louisville’s nonprofit hospital service 
plan, sent the following letter to other employers 
whose organizations have not yet enrolled in the 
Plan.: 

“For our employees it has meant no more 
worry over the spectre of hospital bills... . 
For us it has meant no more ‘loans’ or ‘ad- 
vances’ by the company to help employees 
meet situations requiring hospitalization; no 
more company contribution plans with their 
inevitable hazard of risks not being sufficient- 
ly spread to guard against epidemics. It has 
been indicated that unless we assume this re- 
sponsibility voluntarily as employers, and as 
a community, the same ends will be sought 
through Federal social legislation. .. . 

“The Member Hospitals, representing as- 
sets of several millions, guarantee the fulfill- 
ment of Louisville Community Hospital Serv- 
ice contracts. It was this guarantee that con- 
vinced us of the soundness of the Plan in the 
beginning, as it had no assets other than a 
small grant, now repaid, from the Community 
Chest. ... 

“Now, nor at any other time, will you be 
asked for financial contribution either per- 
sonally or on behalf of your company. What 
we do ask is (1) your willingness to consider 
this Plan and investigate its provisions as 
thoroughly as you wish in order to ascertain 
its merits; (2) your help in placing it before 
your employees when and if you have satis- 
fied yourself that it would be a desirable ar- 
rangement for them and for your company.” 


Changes of Address 


Associated Hospital Service of Baltimore has 
moved its headquarters from 15 E. Fayette Street 
to the Calvert Building. 

* * * 

The Bangor offices of Associated Hospital Serv- 
ice of Maine have been moved from 17 to 15 State 
Street. 


Tennessee Hospital Association 
Presidential Address 


T. H. HAYNES 


ship I wish to thank, from the bottom of my 

heart, the members of the Tennessee Hospital 
Association for their loyal support and hearty co- 
operation. Not a single person, upon whom I 
have called to render service, in the development 
and betterment of the Association has declined. 
On the contrary, each has gladly accepted the com- 
mission and immediately set out enthusiastically 
to perform the task allotted. This loyal support 
I have been privileged to enjoy for three years. 


|: the very outset of this report of my steward- 


In April 1938 those of us from Tennessee who 
attended the meeting in Birmingham of the South- 
eastern Conference of Hospitals, held a confer- 
ence at which it was decided that steps should be 
taken in an effort to perfect a hospital association 
in Tennessee. Soon thereafter, contacts were 
made with hospitals throughout the State and a 
meeting called which convened at the Vanderbilt 
University Hospital in Nashville on May 18, 1938, 
when the Tennessee Hospital Association was or- 
ganized, Constitution and’ By-Laws adopted, and 
an organization perfected. At this meeting I was 
elected secretary-treasurer. As I became inter- 
ested in the work which this office entailed and 
became better acquainted with the members of 
the Association, there dawned upon me the full 
realization of the honor which had been bestowed 
upon me and the trust imposed in me. As a re- 
sult of this awakening I gladly accepted my re- 
election to the same position at our annual meet- 
ing in Jackson in April 1939. 


At our annual meeting in Chattanooga, April 
1940, you honored we further by elevating me to 
the presidency of this Association. While I ac- 
cepted with some fear and apprehension, I did so 
with the knowledge that the Tennessee Hospital 
Association is made up of men and women loyal 
to the Association who would actively support any 
program that would lead to the advancement of 





Presented at the Convention of the Tennessee Hospital As o- 
ciation, Nashville, Tennessee, April 1941. 
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the Association’s aims and ideals. You have lived 
up to my expectations. I have encountered no 
disappointments. Many of you have been called 
upon often and repeatedly to carry out assign- 
ments which necessitated leaving your offices and 
driving many miles at your own expense. Not 
once have you failed to carry out these assign- 
ments. 


Specially is this true and applicable to, and 
most effectively demonstrated in, our campaign 
for additional institutional membership which you 
carried forward to a most successful conclusion. 
Your untiring efforts, rendered without a mur- 
mur of complaint, produced results which I under- 
stand is unparalleled in the history of any State 
Association in its third year of existence. 


Membership Campaign 


We started this year, which we are now closing, 
with thirty-seven paid up institutional member- 
ships. At a conference of the Board of Trustees 
everyone was agreed that for the Association to 
continue on the road of progress it must increase 
its membership. Some thought we could increase 
this thirty-seven to fifty, while some of our more 
optimistic members were bold enough to mention 
the staggering figure of sixty as a goal toward 
which we should aim. This was discussed pro 
and con. Barriers and obstacles on the one hand 
were carefully scrutinized and studied. Advan- 
tages on the other were appraised and evaluated. 
The decision reached was that we should set our 
goal at sixty and put forth every effort to attain 
this goal. To do this it was necessary to obtain 
twenty-three additional memberships. 
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A superficial survey was made to determine the 
number of institutions eligible for membership 
in the American Hospital Association. On ac- 
count of our affiliation with the American Hos- 
pital Association, whereby a membership in one 
is a membership in both, it was necessary for us 
to use their standard of requirements for mem- 
berships. The approved list of registered hospi- 
tals by the American Medical Association as pub- 
lished in the hospital number of their Journal in 
March 1940 was used as a guide in making this 
survey. 


First, we eliminated Federal institutions be- 
cause of the difficulties and red tape to be en- 
countered in any effort to obtain their member- 
ships. We then eliminated those institutions 
which had gone out of business since this pub- 
lished information was obtained, and added those 
subsequently established. This tabulation dis- 
closed there were seventy-seven eligible institu- 
tions that should be members of our State and 
National Association. Of this number thirty-seven 
were already members which left us forty pros- 
pects from which we were to obtain twenty-three 
new memberships. The State was then divided 
into five divisions and a Membership Committee 
set up in each division. These committees were 
furnished with a list of the eligible institutions 
and a quota for their respective divisions, and 
asked to stand by. 


The American Hospital Association sent out let- 
ters of invitation to these institutions inviting 
them to become members, and fully explaining 
that they must join through our State Associa- 
tion. Five days later letters were sent them from 
the office of the State president with full details 
as to type of membership, costs of initiation fees, 
and dues. 


After an elapse of five more days the member- 
ship committees in the various divisions went into 
action, using telephones and personal visitations. 
These committees worked enthusiastically and al- 
most continuously, for several weeks and their 
consolidated and coordinated efforts resulted in 
obtaining twenty-seven (instead of twenty-three) 
additional memberships, for a grand total of sixty- 
four (instead of sixty) joint institutional mem- 
berships in the Tennessee and National Associa- 
tions. 


Effect of Campaign Far-Reaching 


The value of this campaign of visitation had a 
wholesome and far-reaching effect aside from the 
securing of additional memberships. These visits 
were conducive to a better understanding and a 
more cooperative spirit among our institutions. 
When hospital superintendents visit with one an- 
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other and discuss their common problems on com- 
mon ground, friendship is engendered and rivalry 
disappears. 


No doubt these visitations helped us all to un- 
derstand that all hospitals are striving together 
with one common objective in mind, namely, that 
of rendering more efficient service to patients, and 
to further understand that this objective can be 
more easily attained by marching together side 
by side in one solid phalanx than by individual 
efforts executed separately and at criss-cross pur- 
poses. If one disparages, criticizes, or condemns 
another hospital it reflects deleteriously on both. 
While the two together in one joint effort can 
easily teach the public that the hospital is the 
best place for one who is sick. 


So I am profoundly convinced that the many 
visits made by members of this association have 
been successful in creating a new and more kindly 
feeling among hospitals and has created a cooper- 
ative friendship the ramifications of which are 
far-reaching and long lasting. I believe the com- 
ing year will see the remaining twelve or thirteen 
hospitals joining in this progressive program. 
There is not a single valid reason why any hos- 
pital in the State should not join the Tennessee 
Hospital Association thereby becoming a member 
of the American National Hospital Association to 
whom we owe considerable credit for the advance- 
ment in standards and services of hospitals. 


Benefits of Coordination of Efforts 


The American Hospital Association is too well 
known for me to undertake to extol its activities 
and accomplishments. Its endeavor, particularly 
at this time, in trying to coordinate the efforts 
of all hospitals in the country, particularly in their 
relation to activity of the Federal Government, 
deserves the whole-hearted support of all hospi- 
tals. For many years the Association has main- 
tained a joint committee to confer with the various 
legislative bodies and committees in Washington 
when impending legislation seemed to imperil the 
interest and independence of American institu- 
tions. Naturally this costs money and the only 
source of funds of the Association is from the 
annual dues of their members. I consider it the 
duty of every hospital to join in and help defray 
these expenses and at the same time receive the 
many benefits offered by this great national as- 
sociation. 


Any member of the American Medical Associa- 
tion will frankly say that it is made up of, and is 
dependent upon, the local medical societies 
throughout the country composed of individual 
members. This is just as true with the American 
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Hospital Association, and furthermore, it is just 
as important to the hospitals that they have a 
national organization to which all who are eligible 
belong as it is to the medical profession to join 
into one national fraternity. 


So let us take a lesson from the doctors, who 
are our leaders, and join this national organiza- 
tion. In this State one fee—one dues—and you 
are a member of both the American Hospital As- 
sociation and the Tennessee Hospital Association. 
The monthly publication, HOSPITALS, “The 
Journal of the American Hospital Association” 
that is sent free to each member is well worth the 
dues. Also the printed proceedings of annual 
meetings which are furnished, contain most valu- 


able information. 


Therefore a membership in these hospital :s- 
sociations, the State and the American, is mu- 
tually beneficial to all concerned; the hospit:ls 
cannot afford to stay out; the associations caniiot 
afford to do without them. So, I bring greetings 
to all who are not members and extend to you a 
hearty welcome and an urgent appeal to join us 
in this forward march of progress. 


My experience in serving the Tennessee Hos- 
pital Association will be long remembered. This 
pleasant experience will be filed in the archives 
of my remembrance and oft referred to with pleas- 
ant memories throughout the remainder of my 
life. I am most grateful to the members of this 
Association for giving me the opportunity, the 
honor, privilege, and pleasure of serving you. 





National Hospital Day State Chairmen 


for 1941 


ALABAMA: Mrs. George Reeves, Birmingham 
ARIZONA: C. C. Salsbury, M.D., Ganado 
ARKANSAS: T. J. McGinty, Helena 
CALIFORNIA: A. C. Larsen, National City 
CONNECTICUT: Harry C. Smith, Manchester 
FLORIDA: J. H. Holcombe, Jacksonville 
GEORGIA: Margaret Scott, LaGrange 
HAWAII: G. W. Olson, Honolulu 

IDAHO: Ruth Olson, Nampa 

ILLINOIS: Leon A. Bondi, Galesburg 
INDIANA: Olive M. Murphy, Columbus 
IowA: Verne Pangborn, Iowa City 
KANSAS: Mrs. Elizabeth Woolson, Newton 
KENTUCKY: Frieda Dieterichs, Owensboro 
LOUISIANA: Sister M. Irene, New Orleans 
MAINE: Peas] R. Fisher, Waterville 
MARYLAND: Sister Rosanna, Baltimore 
MASSACHUSETTS: Dan. Traner, Lynn 
MICHIGAN: Carl I. Flath, Detroit 
MINNESOTA: Myrtle B. Skoog, Mankato 
MISSISSIPPI: Mrs. J. Oridge, Lexington 
MIssouRI: Ray F. McCarthy, St. Louis 
MONTANA: Monta Bane, Bozeman 
NEBRASKA: C. A. Lutgen, M.D., Auburn 
NEVADA: Sister M. Seraphine, Reno 

NEW HAMPSHIRE: Katherine C. Hall, Dover 
NEW JERSEY: Frank B. Gail, Camden 


NEW MExIco: Charles E. Lukens, M.D., Albu- 


querque 


NEW YorK: John H. Olsen, Prince Bay, Staten 


Island 


NORTH CAROLINA: E. T. McKeithen, Pinehurst 


NoRTH DAKOTA: Iver H. Iverson, Minot 
OHIO: Wilford Holcomb, Akron 
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OKLAHOMA: H. Albert Taylor, E] Reno 

OREGON: Grace Phelps, Portland 

PENNSYLVANIA: W. R. Wilson, Jr., Danville 

RHODE ISLAND: Harmon P. B. Jordan, M.D., 
Providence 

SouTH CAROLINA: Luella Schloeman, Greenville 

SouTH DAKOTA: Sister Rose Marie, Pierre 

TENNESSEE: Ruth Mayfield, Memphis 

TEXAS: Lawrence Payne, Waco 

UTAH: J. H. Zenger, Salt Lake City 

VERMONT: L. B. Johnson, Randolph 

VIRGINIA: Stuart G. Aldhizer, Harrisonburg 

WASHINGTON: Sister John. of the Cross, Seattle 

WEST VIRGINIA: B. B. Dickson, Welch 

WISCONSIN: Millie A. Jacobson, Milwaukee 

WYOMING: Mrs. Louise M. Gray, Casper 

SASKATCHEWAN: A. P. Donnelly, Saskatoon 

QUEBEC: Margaret Orr, Montreal 

Nova SCOTIA and PRINCE EDWARD ISLAND: Anne 
Slattery, Glace Bay, Nova Scotia 





Dr. E. M. Dunstan Called to Active Duty 


Dr. E. M. Dunstan, superintendent of the Dallas 
City-County Hospital System, Dallas, Texas, and 
a major in the Medical Reserve Corps, has been 
called for a one-year period of active service at 
the Lawson General Hospital, Atlanta, Georgia, 
effective May 1. 


The Board of Managers of the Dallas City- 
County Hospital System has granted Major Dun- 
stan a year’s leave of absence, and has appointed 
the assistant superintendent, R. C. Nye, as acting 
superintendent for the period of Dr. Dunstan’s 
leave. 
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Answering Subpoenas of Medical Records 


SISTER HELEN TERESE 


EBSTER defines a subpoena as a judicial 
WY wm requiring a person to appear at a 

specified time and place under penalty of 
default. A subpoena may call for a certain per- 
son to appear, or it may specify that the person 
produce certain records or documents in court. 
It is the second part of this order that we shall 
consider at this time, the subpoena of records 
to court. Many of our hospital magazines, as 
well as the Record Librarian Bulletin, have from 
time to time very good articles by competent 
authors on medicolegal problems, and in almost 
everyone of these articles the author stresses the 
importance of answering a subpoena in order to 
avoid loss of time and possible embarrassment. 
They tell us that failure to answer a subpoena 
may make a person liable to contempt of court 
proceedings, and may make him liable to civil 
suit for damages, but they do not tell us what is 
necessary to make a subpoena valid. Obviously, 
failure to answer a subpoena that is not valid 
cannot make one liable to penalty. Many states 
recognize a difference between the qualifications 
which make a subpoena legal in a civil lawsuit, 
and the qualifications that make a subpoena legal 
in a criminal lawsuit. 


A Legal Subpoena in a Civil Lawsuit 


In a civil case, the subpoena must be accom- 
panied by the witness fee in order to make it 
legal. Unfortunately, this fee is not large, and 
seldom, if ever, covers the expense of the witness 
in answering the summons to court. Ordinarily, 
this fee is advanced by the attorney desiring the 
appearance of the witness, and at the conclusion 
of the trial it is added to the court costs. It 
sometimes happens that the attorney who was 
responsible for summoning the witness, loses the 
case, and when. this happens, and the witness fee 
was not paid in advance, in all probability it will 
not be paid at the conclusion of the trial. 


A Legal Subpoena in a Criminal Lawsuit 


In a criminal lawsuit it is not necessary to 
advance the witness fee, and no doubt this is on 
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the assumption that the state will pay its just 
debts. The fee is usually paid at the end of the 
trial. Such a subpoena cannot be ignored with 
impunity, and failure of the witness to appear at 
the specified time and place may result in his 
being cited for contempt of court. 


Safeguarding Medical Records Before 
Surrendering Them to the Court 


When a subpoena is directed to an official of 
the hospital to produce a certain medical record 
in court and he has a legal reason for refusing 
to do so, that reason should be made known to 
the court at the time set in the subpoena. If the 
court over-rules his objection, and the official still 
refuses to produce the record, he should consult 
and retain an attorney to represent him. If the 
official has no objection to producing the record, 
he may delegate another to act as messenger for 
him and deliver the record. If the record 
librarian has been so delegated she should learn 
what is wanted, and then notify the physicians 
who attended the patient that the record has been 
subpoenaed. She should not, however, surrender 
the record to the physician. Since the medical 
record is considered to be the property of the 
hospital, and one of the chief reasons for its 
existence is that it may serve for the protection 
of the hospital in any litigation that may arise 
over the care or treatment of the patient, it is 
the duty of the hospital to exert due diligence at 
all times in safeguarding the record against loss 
or alteration. 


In preparation for producing the record in 
court, the librarian should carefully examine the 
document to see that all component parts are 
present. She should note any deficiencies, and 
make a written report of them, a copy of which 
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should be given to the administrator, and another 
should be attached to the record. The pages 
should be numbered, and corrections or erasures 
carefully noted so that she will be able to detect 
any alterations in the record upon its return from 
court. 


The librarian should be able to identify the 
record in court and explain its physical make-up. 
She should not, however, offer her personal 
opinion in regard to the manner in which the 
record was written, the treatment given, or the 
condition of the patient upon discharge from the 
hospital. The record is considered to be the 
property of the hospital, and the hospital has 
the right to its custody, but the information con- 
tained therein is the property of the patient and 
may not be divulged without the express consent 
of the patient. The librarian should be especially 
mindful of this fact in case the attorney for the 
opponent in the lawsuit should ask to inspect the 
record before it is taken to court. No one may 
inspect the record without the properly signed 
authorization of the patient and the permission 
of the physician. It is only after the record has 
been turned over to the court, in answer to a 
subpoena, that the responsibility of the librarian 
to safeguard the confidence of the record ends. 


Safeguarding Medical Records in Court 


A subpoena to produce a record in court does 
not necessarily mean that it. will be admitted as 
evidence. Frequently, it is the desire of the 
attorney for the opponent to examine the docu- 
ment, and since professional ethics does not per- 
mit him to do so before the trial without the 
consent of the patient, he has recourse to the 
law and secures a subpoena for the record in 
question; or, the record may be desired simply 





for the purpose of refreshing the memory of a 
doctor or nurse who may be on the witness stan1. 
Should it be necessary to leave the record in 
court, a receipt should be obtained from the 
clerk of court who will be responsible for its safe 
return to the record librarian. or to the hospital. 
If the record has been furnished at the request 
of an attorney for his convenience, he will, no 
doubt, see that it is promptly returned to the 


. hospital. 


Should the record be admitted as evidence, the 
librarian should ask the court to order a photo- 
static copy made. If the order is granted, she 
should take the record to the designated photo- 
static company and wait until the copy is com- 
pleted. The photostat will be accepted by the 
court and admitted as evidence, and the original 
record can be returned to the hospital. The fee 
for this service is added to the costs of the trial. 


When Information on a Subpoena Is Needed 


If there is any additional information the 
librarian desires as to the procedure of answer- 
ing a particular subpoena to court, or if there 
is any help that she needs in order to comply 
with the summons, she may call upon the clerk 
of court for advice, or upon the attorneys repre- 
senting the litigants. Answering a subpoena to 
court is a civic duty in support of constituted 
authority in meting out justice which a citizen 
may not shirk even at the cost of time and effort. 
If the librarian will show an attitude of willing- 
ness to be of service it will engender reciprocal 
consideration on the part of the court and the 
counsels which will enable her to reduce to a 
minimum the amount of time required in answer- 
ing a subpoena to court, and in this way she will 
be serving the best interests of the hospital, the 
physician, and the patient. 





—>— 


Austin Bell, M. D. 


Dr. Austin Bell, 67, President of the Kentucky 
State Medical Association, died of a heart attack 
on Thursday afternoon, April 3, just a few min- 
utes before he was to address the Kentucky Hos- 
pital Association convention at the Brown Hotel 
in Louisville. 


Doctor Bell’s sudden. collapse temporarily dis- 
rupted the meeting, which was prepared to hear 
his paper on “Nursing Needs in Kentucky.” He 
had been President of the Medical Society since its 
1939 convention at Bowling Green. 


Native of Bell’s Station, Christian County, Ken- 
tucky, Doctor Bell was graduated in 1895 from the 
University of Virginia, where he was a classmate 
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of Dr. A. T. McCormick, the present state health 
commissioner of Kentucky. 


Returning to Christian County, Doctor Bell en- 
gaged in practice there most of his life. For 32 
years he had been a resident of Hopkinsville, 
where he was on the board of Jennie Stuart Me- 
morial Hospital. 





€. €. Sprbin, M. D. 


Dr. E. E. Syrkin, who for the past five years 
was superintendent of Beth Moses Hospital, 
Brooklyn, New York, died recently, after an illness 
of several months. Doctor Syrkin had been a 
member of the American Hospital Association 
since 1926. 
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Catholic Hospital Association 


The Twenty-sixth Annual Convention of the 
Catholic Hospital Association of the United States 
and Canada will be held at Convention Hall, Phil- 
adelphia, Pennsylvania, June 16 to 20. 


The conventions of the Association are uni- 
formly well attended, due to the many problems 
discussed in which the hospitals have primary 
interest. 


The Philadelphia convention this year will, in 
all probability, enjoy the largest attendance in 
the Association’s history. An important feature 
of this convention is the fine educational and sci- 
. entific exhibits. 


——i es 


Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania held 
its twentieth annual conference in Philadelphia, 
April 16-18, with a total registration of 1050. 
Meeting with the Hospital Association were the 
Pennsylvania Association of Nurse Anesthetists, 
Pennsylvania Association of Medical Record Li- 
brarians, and the Pennsylvania Physiotherapy 
Association, Inc. 


The sessions were formally opened on April 15 
with Roger A. Greene, superintendent of Potts- 
ville Hospital, Pottsville, presiding as president. 
The reports of the various committees and coun- 
cils were submitted. 


The program prepared by President Greene and 
the executive secretary, S. Hawley Armstrong, 
contained many highlights, notably among which 
were the presidential address, ““A Rating Schedule 
for Graduate Nurses,” by Olin L. Evans, superin- 
tendent of Homeopathic Hospital, Reading; “Lab- 
oratory Control for the Institutional Laundry,” by 
Dr. Pauline Berry Mack; “Prices and Purchases 
for the Coming Year,” by Will Ross, president of 
Will Ross, Ine., Milwaukee; “‘Medical Care in the 
Public Assistance Program,” by Raymond Bow- 
man, deputy secretary of Department of Public 
Assistance, Commonwealth of Pennsylvania, Har- 
visburg; “Influence of Gifts and Bequests on In- 
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come and Inheritance Taxes,” by Robert Dechert, 
Philadelphia; “Hospital Participation in the Na- 
tional Preparedness Program,” by Dr. Claude W. 
Munger, superintendent of St. Luke’s Hospital, 
New York City; “Relationship of the Board of 
Trustees to the Attending Medical Staff,” by 
Thomas Conway, Jr., president of Delaware 
County Hospital, Drexel Hill; “Preparations for 
Catastrophes and Emergencies,” by Dr. Hubley 
R. Owen, director of the Department of Public 
Health, Philadelphia; “Hospital Standardization,” 
by Dr. Huston K. Spangler, eastern representative 
of American College of Surgeons; ‘“‘Hospital Oper- 
ation in Relation to the Requirements for Nursing 
Education,” by Colonel Percy L. Jones, M.D., su- 
perintendent of Hamot Hospital, Erie; “How the 
National Nursing Organizations are Meeting the 
National Emergency,” by Claribel Wheeler, R.N., 
executive secretary of the National League of 
Nursing Education; and “How the Pennsylvania 
State Nurses Association May Cooperate with 
Hospitals in Meeting the Shortage of Nurses,” by 
Edith 8S. Connell, president of the Pennsylvania 
State Nurses Association. 


The Annual Banquet was held on April 17, with 
President Greene as master of ceremonies. 


Each year the Hospital Association of Pennsyl- 
vania makes an Award to the hospital with the 
most outstanding achievements in the field of 
public education. The Western Pennsylvania Hos- 
pital of Pittsburgh, of which M. H. Eichenlaub is 
superintendent, received the award this year. 


The following officers were elected for the com- 
ing year: 

President—William E. Barron, Washington 

President-Elect—Harold T. Prentzel, Frank- 
ford, Philadelphia 

First Vice-President—Dr. Donald C. Smelzer, 
Germantown, Philadelphia 

Second Vice-President—Sister M. Rita, R.N., 
Pittsburgh 

Treasurer—Elmer E. Matthews, Wilkes-Barre 


Trustees—(for three years), Major Roger A. 
Greene of Pottsville, Herbert G. Fritz of 
Johnstown; (for two years), Raymond F. 
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Hosford, completing unexpired term of H. T. 
Prentzel. 


The Board of Trustees of the Association unan- 
imously re-elected S. Hawley Armstrong as the 
executive secretary of the Association. 


Pittsburgh was selected as the place for the 
1942 meeting and Hotel William Penn will be the 
headquarters. Tentative dates for the 1942 meet- 
ing are April 15-17 or April 22-24. 





Southeastern Hospital Conference 


The Southeastern Hospital Conference, which is 
a federation of the state hospital associations of 
Florida, George, Alabama, Mississippi, Louisiana 
and Tennessee, met in its Sixth Annual Assembly 
in New Orleans, Louisiana, April 17-19. 


Meeting with the Conference were the South- 
eastern Assembly of Nurse Anesthetists and the 
Louisiana Dietetic Association. 


Under the presidency of Dr. A. J. Hockett, su- 
perintendent of Touro Infirmary, New Orleans, 
Louisiana, and with the able assistance of the 
secretary, Sister Celestine, Hotel Dieu of New 
Orleans, a program was prepared which attracted 
more than eight hundred hospital people from 
these six states to the New Orleans Conference. 


Among the problems discussed at the Confer- 
ence were “Organization and Management of the 
Small Hospital,” by Mrs. Jewell W. Thrasher; 
“Changing Economic Conditions and Their Effect 
Upon Hospital Accounts,” by Robert S. Hudgens; 
“Organization of Training Courses for Volunteer 
Nursing Aids for Service During National Emer- 
gency,” by Avis Van Lew, R.N.; and “The Hos- 
pital as an Educational Center,” by Dr. R. C. 
Buerki. 


On Thursday afternoon, Clyde L. Sibley, su- 
perintendent of Baptist Hospital, Birmingham, 
Alabama, was the presiding officer. ‘All-Inclusive 
Hospital Rates,” was presented by Alden B. Mills; 
“Economies in the Hospital Pharmacy,” by A. C. 
Lauve; and “The Program of the American Col- 
lege of Hospital Administrators and Its Signifi- 
cance to the Small Hospital,’ by Dr. Arthur C. 
Bachmeyer. The session closed with a round table 
discussion, the leaders of which were Dr. Malcolm 
T. MacEachern and James A. Hamilton. 


Thursday evening’s entertainment was the An- 
nual Exhibitors’ Frolic, arranged for the delegates 
and guests by the firms exhibiting at the Confer- 
ence. This was an informal supper and dance on 
the roof garden of the Jung Hotel, with a fine 
floor show and an excellent orchestra. 
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On Friday, Ernest G. McKay, president-elect of 
the Florida Hospital Association, and superinten- 
dent of Tampa Municipal Hospital, Tampa, Flor- 
ida, was in the chair. “Control of Visitors in Hos- 
pitals,” was the subject discussed by Elizabeth 
Sloo, R.N.; “Significance of Branded Merchandise 
and the Patient’s Recovery,” by Lawrence Davis; 
Public Relations Problems and the Hospital,” by 
Robert E. Elsasser; and “The Standardization 
Program of the American College of Surgeons,” 
by Dr. Malcolm T. MacEachern. The executive 
secretary of the American Hospital Association, 
Dr. Bert W. Caldwell, addressed the conference 
on matters of legislative interest and hospital pre- 
paredness during the defense emergency. 


On Friday afternoon, Harry W. Smith, president 
of the Georgia Hospital Association, and superin- 
tendent of City Hospital, Columbus, Georgia, was 
in the chair. James E. McNamara of Horwath & 
Horwath, New York City, discussed “Food Cost 
Accounting for Hospitals.” This was followed 
by a round table, the leaders of which were Ella 
M. Eck and Dr. R. C. Buerki. 


The Annual Banquet was held on Friday eve- 
ning, with Dr. A. J. Hockett, president of the Con- 
ference, presiding. The guest speakers at the 
banquet were Dr. B. W. Black, president of the 
American Hospital Association and director of the 
Alameda County Hospital, Oakland, California, 
and Clayton Rand of Gulfport, Mississippi. 


The annual breakfast for the fellows and mem- 
bers of the American College of Hospital Adminis- 
trators was held at the Jung Hotel on Saturday 
morning. 


The presiding officer at the Saturday morning 
session was Dr. E. R. Nobles of Rosedale, Missis- 
sippi, president of the Mississippi Hospital Asso- 
ciation. Helen Branham, R.N., addressed the 
Conference on “The Use of Sudsidiary Workers 
in the Small Hospital”; James A. Hamilton on 
“Preparedness Plans for Hospitals,” and F. Julius 
Dreyfous, architect of New Orleans, on “Modern 
Trends in Hospital Planning and Construction.” 
The session was closed with a round table dis- 
cussion, the leaders of which were Fred M. Walker 
and James A. Hamilton. 


The officers elected for the coming year were: 


President: T. H. Haynes, M.D., Knoxville, 
Tennessee 

President-elect: Robert S. Hudgens, Emory 
University, Georgia 

Secretary: Henry Hedden, M.D., Memphis, 
Tennessee 


Memphis was selected as the convention city for 
the 1942 Conference. 
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Kentucky Hospital Association 


The annual meeting of the Kentucky Hospital 
Association came to a successful close in the 
Brown Hotel in Louisville, last April 4, with a 
registered attendance of 115. 


The morning session of the first day featured 
three interesting but diversified discussions on 
“Interior Decorating and Housekeeping Mainte- 
nance in Hospitals,” by Miss Gladys Brandt, R.N., 
recently from Indiana, and now superintendent of 
Children’s Free Hospital in Louisville; ‘The Econ- 
omy of Mechanical Modernization,” by J. Clifford 
Lewis, president of the Lewis Engineering Com- 
pany in Louisville; and “Public Relations and Na- 
tional Hospital Day,” by Albert G. Hahn, chair- 
man of the National Hospital Day Committee and 
superintendent of the Protestant Deaconess Hos- 
pital, Evansville, Indiana. 


Miss Brandt discussed: the practical aspects of 
the various problems involved in decorating and 
housekeeping for hospitals, stressing particu- 
larly the use of colors, color blending and color 
contrast. Mr. Lewis made a practical and valu- 


able analysis of the engineering problems in hos-: 


pitals, pointing out prevalent practices and fa- 
cilities in hospitals that are neither adequate, 
efficient nor economical. His paper was replete 
with suggestions that would make an excellent 
basis for a check list for mechanical moderniza- 
tion in hospitals. Mr. Hahn stressed the impor- 
tance of repetition and continuity in public rela- 
tions for hospitals. “National Hospital Day,” he 
said, “is now being observed not only by hospitals 
in smaller communities but by groups of hospi- 
tals in the larger centers.” 


The afternoon session heard Alden B. Mills, 
Managing Editor of Modern Hospital, on “The 
Changing Order in Hospitals,’ in which discus- 
sion he reviewed various points with reference 
to “putting our house in order.” He advised that 
hospitals must now face the problem of extension 
and expansion of hospital service, that hospitals 
must streamline their procedures, that hospital 
personnel must develop esprit de corps—to the 
point even that employees will be ready for some 
sacrifice in the months ahead, that hospitals 
should institute a system of understudies for va- 
rious jobs. 


The second paper at the afternoon session was 
on “The Effect of the Defense Program upon 
Nursing Service in Hospitals,” by Miss Bernice 
Rieckman, R.N., superintendent of nurses, Louis- 
ville City Hospital. This discussion led into the 
next paper on “A Rational Program to Meet 
Nursing Needs,” by Fred G. Carter, M.D., super- 
intendent of St. Luke’s Hospital, Cleveland, Ohio. 
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After thoroughly analyzing the problem of nurs- 
ing in hospitals today, Doctor Carter came to the 
conclusion that hospitals should turn over ordi- 
nary tasks, traditionally assigned to nurses, to 
another type of personnel which he referred to 


variously as “ward aides,” “ward maids” or 


‘nurses’ aides,” and should require the graduate 
nurses to do only the more advanced aspects of 
nursing practice. He advanced the view that 
graduate nurses in hospitals today are perform- 
ing a large number of tasks that could be per- 
formed equally well by less highly trained per- 
sonnel. In his opinion, the use of nurses’ aides in 
this connection would relieve graduate nurses of 
much of this type of work. This paper stimu- 
lated considerable discussion, which was later re- 
newed again, at the evening round table conducted 
by Doctor Carter at the St. Joseph’s Infirmary. 


The Friday morning session was introduced 
with a paper on “Cost Accounting as a Guide for 
Hospital Administration,” by H. A. Cross, super- 
intendent of the Jewish Hospital in Louisville. 
This was followed with a paper on “Personnel 
Relations,” by Arnold F. Emch, Ph.D., assistant 
secretary of the American Hospital Association. 
Doctor Emch expressed the view that every hos- 
pital ought to formulate, officially adopt, and fol- 
low a general personnel relations policy, and that, 
in order to formulate such policies, superintend- 
ents should consider the various aspects of per- 
sonnel management as they relate to their or- 
ganization and adopt the best practices that 
knowledge and experience of good personnel prac- 
tice can offer. This, he said, will constitute a 
manual on personnel practice for the hospital and 
should be kept up-to-date according to new ex- 
periences and knowledges in the field. He then 
reviewed the various aspects of personnel man- 
agement in hospitals, ending the discussion. with 
a reminder “that by doing the right thing in hos- 
pital administration you can become righteous— 
and in righteousness there is strength.” This dis- 
cussion was followed by another by Doctor Emch, 
in which he reviewed various pending legislative 
bills that are of particular interest to hospitals. 
Following this analysis of Federal legislation, R. 
Douglas Sanders, M.D., of Louisville, presented a 
critical analysis of the problem of anesthesia in 
hospitals today under the title, “Anesthetics of 
Choice and Elimination of Hazards.” . 


The Friday afternoon session was introduced 
with a discussion on “State Wide Development 
of Hospital Service Plans,” by L. D. Fowler, ex- 
ecutive director of the Hospital Care Corporation 
in Cincinnati. This was discussed by D. Lane 
Tynes, executive director of the Louisville Com- 
munity Hospital Service, Louisville. Following 
this discussion, there was a round table on. gen- 
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eral administrative problems conducted by Mal- 
colm T. MacEachern, M.D., associate director of 
the American College of Surgeons, Chicago. 


The officers elected for 1941-42 are as follows: 


President—Arden E. Hardgrove, Superintendent 
Norton Memorial Infirmary, Louisville 

President Elect—Frieda Dieterichs, R.N., Super- 
intendent, Owensboro City Hospital, Owens- 
boro 

First Vice President—J. W. Knox, Business Man- 
ager, Ephraim McDowell Memorial Hospital, 
Danville 

Second Vice President—Sister M. Benigna, R.N., 
Superintendent, St. Joseph’s Hospital, Lexing- 
ton 

Secretary and Treasurer—H. L. Dobbs, Superin- 
tendent, Kentucky Baptist Hospital, Louisville 
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The Tennessee Hospital Association 


The Annual Convention of the Tennessee Hos- 
pital Association was held in Nashville April 7. 
Following its custom established several years 
ago, the Association met just before the Annual 
Conference of the Tennessee State Medical Asso- 
ciation. 


The President, T. H. Haynes of the Knoxville 
General Hospital, and the Vice President, Eliza- 
beth Sloo of the Protestant Hospital of Nashville, 
arranged an interesting program. 


A feature of the convention, although not ad- 
vertised in its program, was the wedding of Presi- 
dent Tom H. Haynes and Mrs. Mary W. White, 
directress of nurses of the Methodist Hospital of 
Memphis. 


The program included the address of welcome 
by the Honorable Prentice Cooper, Governor of 
Tennessee, followed by an address by Dr. R. L. 
Bishop on “Some Features of Medical Service in 
the Tennessee Valley Authority,” and “National 
Hospital Day and Public Relations” by Ruth 
Mayfield and Albert G. Hahn of the Evansville 
Deaconess Hospital, a particularly interesting and 
informative address on “The Nurse in the Na- 
tional Defense Program” by Mrs. Mary W. 
Haynes, and the morning session closed with a 
report by Nina Wooten on “Nursing Education 
Standards in Tennessee.” 


The members of the Association were the guests 
of Superintendent C. P. Connell and his staff at 
Vanderbilt Hospital. 


The afternoon session was addressed by Dr. 
Bert W. Caldwell of the American Hospital Asso- 
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ciation; Dr. Malcolm T. MacEachern of the Amer- 
ican College of Surgeons; Dr. W. C. Williams, 
Commissioner of Health of Tennessee; Dr. W. W. 
Hubbard, and Past-President V. R. Bottomley. 


At the Annual Banquet President Tom Haynes 
was master of ceremonies and inducted his suc- 
cessor, President-Elect Robert G. Ramsey of Mem- 
phis. The guest orator was Colonel John J. 
Hooker, President of the Tennessee Bar Associa- 
tion. 


The registration of 147 was a new high for the 
Association, which has experienced a growth of 
one hundred per cent in institutional membership 
during the past year. 


The Association elected George W. Eutsler of 
Kingsport as its President-Elect. 





Arkansas Hospital Association Meets 


The Arkansas Hospital Association held its an- 
nual meeting in Pine Bluff, Arkansas, on April 
15 and 16, with a total attendance of approxi- 
mately 60 hospital executives. 


H. W. Stanley, secretary of the Hot Springs 
Chamber of Commerce, was the principal speaker 
at the banquet, basing his remarks on the asser- 
tion that Arkansas “is today an island because of 
stringent laws and other drawbacks,” and that 
this state is surrounded by other states with ad- 
vanced industrial programs. 


Other speakers appearing on the first day’s pro- 
gram were Dr. C. M. Pierce and H. Kennedy of 
the Farm Security Administration, who explained 
in some detail the medical and hospitalization pro- 
gram of the Farm Security Administration. It 
was explained that the average income of the fam- 
ilies rehabilitated by the program is about $90 a 
year, and that the Government extends loans at 
the rate of about $200 per family per year, of 
which approximately 10 per cent, or $20, is used 
for medical and hospital care. The loans are to 
be repaid in a period of five years. Alden B. Mills 
of the Modern Hospital Publishing Company, ap- 
peared on this program with a discussion on all 
inclusive rates for hospitals. He traced the de- 
velopment of this system of charges and reviewed 
its advantages from the point of view of the pub- 
lic, the physician, and the hospital. The after- 
noon session was brought to a close with a review 
of pertinent hospital legislation in Arkansas by 
the former State Welfare Commissioner, R. H. 
Thompson. 


The morning session of the following day was 
opened with an address by John G. Pipkin, State 
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Welfare Commissioner. This was followed by a 
discussion on preparedness as it relates to hos- 
pitals by Dr. Arnold F. Emch, assistant secretary 
of the American Hospital Association, who like- 
wise discussed at some length the question “Why 
Association Membership?” This was followed by 
a discussion on group hospitalization in Arkansas 
by Robert Stark of the Pyramid Life Insurance 
Company and on nursing in the national emer- 
gency by Mrs. Christine Needham, president of 
the Arkansas State Nurses Association. 


Others on the program were David. Peel, chair- 
man of the Workmen’s Compensation Commission, 
and the Very Reverend John J. Healy, diocesan 
director of Catholic Hospitals. 


Officers elected at the business meeting are as 
follows: President—R. C. Warren, Baptist State 
Hospital, Little Rock; Secretary—Ruth Beall, 
Arkansas Children’s Hospital, Little Rock. Msgr. 
John J. Healy was elected for a three year term 
to the Board of Trustees. 


a 


The Hospital Association of Rhode Island 


The Annual Conference of the Rhode Island 
Hospital Association was held at the Memorial 
Hospital, Pawtucket. Practically every hospital in 
the State was represented in the Conference. 


The President, Dr. Henry S. Joyce of the Rhode 
Island Hospital, arranged the program. 


Dr. Carl A. Lindblad, director of the Homeo- 
pathic Hospital, Providence, and chairman of the 
Legislative Committee reported on the legislative 
activity and the enactment of the law increasing 
the per diem rate for hospital care for indigent 
patients from $3 to $4.50. 


The new Blue Cross Hospital Plan which goes 
into effect May 1 was reported by Stanley H. Saun- 
ders, executive director of the Hospital Service 
Corporation of Rhode Island. 


Dr. Harmon B. Jordan reported the progress 





made by his committee in promoting a state-wide 
observance of National Hospital Day. The hosji- 
tals of Rhode Island have appropriated $500 for 
National Hospital Day publicity. 


The afternoon session was devoted to a discus- 
sion of current problems affecting the hospital and 
medical field. 





Maryland-District of Columbia Hospital 
Association 


At the organization meeting of the Maryland- 
District of Columbia Hospital Association, Dr. 
Winford H. Smith was elected president; Harvey 
H. Weiss, president-elect; O. K. Fike, first vice- 
president; Dr. Clyde D. Frost, second vice-presi- 
dent; Sister M. Veronica, third vice-president; E. 
Reid Caddy, secretary; and P. J. McMillin, treas- 
urer. The trustees elected were Dr. Merrell L. 
Stout, B. J. Dayton, Sidney Bergman, B. B. San- 
didge, O. K. Fike and Charles J. Cotter. 


The first annual meeting of the Maryland-Dis- 
trict of Columbia Hospital Association will be 
held in Baltimore, Maryland, in May. 





Ohio Hospital Association 


The Ohio Hosptial Association, the oldest of the 
state or regional hospital associations, will hold its 
twenty-seventh annual convention in Columbus, 
Ohio, April 29, 30 and May 1. 


A report of this convention will be included in 
our June issue. 





Mid-West Hospital Association 


The Mid-West Hospital Association is holding 
its fifteenth annual meeting in Kansas City, Mis- 
souri, as we go to press. A full report of this con- 
vention will be included in our June issue. 





—_—<>— 


New England Hospital Assembly Votes Contribution 
to the Asa S. Bacon Library 


Without solicitation or suggestion from anyone, 
the New England Hospital Assembly, in apprecia- 
tion of the work of the Asa S. Bacon Library to 
the hospital field, voted to contribute $100 toward 
the cost of the operation of this library. 


Since July 1929, when the library was taken 
over by the American Hospital Association from 
the American Conference of Hospital Service, this 
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is the first contribution in cash that has been made 
by any individual or organization toward its 
support. 


The Board of Trustees and the members of the 
American Hospital Association are deeply appre- 
ciative of the fine courtesy which the New Eng- 
land Hospital Assembly has extended in so gen- 
erously supporting the Bacon Library. 
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Photography in Hospitals 


Photography is being employed more and more 
in our hospitals. Records, surgical operations, lab- 
oratory procedures, microscopic organisms, rooms, 
wards and special apparatus exteriors, patients 
and groups of hospital personnel are being photo- 
graphed for scientific, historical, and practical 
purposes. These photographs, as they are col- 
lected, constitute a pictorial history of the hos- 
pital’s professional progress. 


One of the most interesting hospital scenes that 
has ever been photographed is the reproduction 
on the National Hospital Day contribution of 
Parke-Davis and Company which appeared in the 
issues of the national magazines a year ago. W. G. 
Truesdell, who was an observer at the time the 
scene was photographed, describes the procedures: 


“It has been said so often that photography is 
the most contemporary tool for expression today. 
I, however, had been skeptical until the opportu- 
nity came for me to watch a picture being taken 
for our company. The problem of making a pic- 
ture of this kind,” said Mr. Truesdell, “has in- 
teresting ramifications, which we think would 
be of interest to our profession. 


“T never had any notion that so many tech- 
nicians, wires, machinery, exposure. meters and 
cameras are used in making a picture. Being one 
of the spectators, I found out the reason for all 
this. Taking pictures on location under difficult 
conditions—low ceilings and columns which throw 
shadows, makes it imperative that all sorts of 
lights and gadgets be brought along. 


“Because of the number of people used in this 
illustration, 25,000 watts of light were used, since 
the exposure had to be fast, as nonprofessional 
models are not apt to hold the pose very long. 


“During the photographer’s conference preced- 
ing the picture, quite a few hours were spent with 
the electrician, making arrangements for power 
and placing of the wires. 


“Another unusual thing I observed was that 
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there were almost as many people behind the 
camera as in front of it. My curiosity got the best 
of me again and I found out that these were stu- 
dents from New York University, where Mr. 
Aarons teaches. He explained that his class will 
learn more in watching a difficult problem being 
solved on location than from the theory he gives 
them in his class. 


“After all that and some delay in arranging 
lights and placing the groups, the electrician gave 
him the signal to go ahead, told us we would have 
enough power to do the job and the 25,000 watts 
of light went on. 


“During all this time, I was wondering how the 
photographer would get the group to act. He ap- 
peared on the stage, where ordinarily there might 
have been a lecturer and proceeded to tell them 
in a very simple way that the attitude he ex- 
pected them to assume was one of listening to a 
great scientist who might be lecturing to them 
and he expected them to show intense interest. 


“T realized then and there that taking pictures 
is not merely a matter of opening and closing a 
shutter. It was necessary to hypnotize the group 
into action and to convince them of the import- 
ance of their being chosen to represent their great 
profession in conveying to the world their con- 
tribution to humanity. 


“A photographer must have an idea very clear 
in his mind—and apparently the art of the photog- 
rapher is to convey that idea to the actors who 
are to depict the job. The result is familiar to 
most of you who have seen the Parke Davis con- 
tribution to the observance of National Hospital 
Day in all the leading magazines. 


“For those who take a keen interest in photog- 
raphy, I observed that the photographer used 
Agfa film, and his diaphragm was stopped at 
F 15, 25th of a second exposure. The camera was 
a 5x7 Deerdorf, mounted on a high tripod, lens a 
Goertz F 4.5.” 
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What the Trained Attendant Has to Offer 


in the Defense Program 
ANDREW C. JENSEN 


comparatively recent nursing conferences 

and conventions, we know that the fact 
that the trained attendant group has a place to 
fill and a function to perform has been seriously 
challenged. An editorial in the American Journal 
of Nursing, April 1935, quotes one of our leaders 
in, the field of hospital administration as speaking 
before a State Nurses Association of “a festering 
sore on the nursing body—the practical nurse.” 
At a recent meeting of the legislative committee 
of the California State Nursing Association we 
were told that some 20,000 practical nurses with 
questionable training are organized in the south- 
ern part of the state, with a war chest of several 
thousand dollars, to fight for their selfish interest, 
with little or no concern for standards or ideals 
of service. : 


A S we recall discussions and read reports of 


Surely, no one who is intelligently interested 
and reasonably informed will fail to recognize 
that the so-called practical nurse unsupervised 
and uncontrolled still constitutes a serious prob- 
lem and that much thought and effort will have to 
be expended before the solution is worked out; 
but in spite of this fact there is ample evidence 
that this group has a legitimate place in sup- 
planting nursing service in the hospital and in 
the community. This is recognized by individual 
leaders among hospital administrators and in the 
nursing profession as well as by many state and 
national organizations, as is indicated by the re- 
port of the joint committee of the American Nurs- 
ing Association, the National League of Nursing 
Education, the National Organization of Public 
Health Nurses—stating policies adopted by these 
organizations suggesting duties to be performed 
and outlining courses of study and a program of 
training for the preparation of this group which 
they choose to designate as subsidiary workers. 


The Question of Titles 


May I digress for a moment to comment on, the 





Presented at the Convention of the Western Conference, 
Catholic Hospital Association, in San Francisco, March 1941. 


110 


| The Author 


@ Andrew C. Jensen is Superintendent of 
Fairmont Hospital, San Leandro, California. 





subject of titles? By common usage and the pre- 
ferred dictionary definition, “subsidiary” is “as- 
sisting in an inferior capacity.” Even though it 
is obvious that their training and capacity is in- 
ferior to the registered nurse, it would be bad 
psychology and not conducive to the best service 
for us to label this group, who in our hospital are 
carefully selected and trained for an honorable 
and useful vocation, as subsidiary or inferior. 
Neither do we approve the term “practical nurse” 
—that encroaches upon the registered nurse’s field 
and labels the attendant what she is not. We 
have adopted the term “nursing attendant,” as 
used by the committee on the costs of medical care 
and recommended by the New Jersey State Nurses 
Association and other nursing leaders. Among 
themselves, as well as among other employees in 
the hospital and among the public generally, the 
term is abbreviated to “attendants” which really 
designates their function, as they wait upon both 
the patient and the registered nurse supervisor. 


Main Reason for Attendant Service 


Regardless of whether or not we agree that we 
should have an auxiliary or attendant group, we 
must face the fact that we now have them, in 
very large numbers, both in the hospital and in 
the community. Amy Beers in an article in 
HOSPITALS of August 1938, states that statis- 
tics show that 55 per cent of all hospitals are 
using some type of auxiliary nursing service. I 
have not been able to get later statistics, but I am 
sure that the percentage of hospitals now using 
this group is even larger than that. A “Study 
of Nursing Care Used in the Community” made 
by a committee of the California State Nursing 
Association, October 1940, showed that of a group 
of 3210 representative families studied, 73.2 per 
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cent who had nursing care given by someone out- 
side of the family, were attended by nonprofes- 
sional workers. 


The main reason for the extensive use of this 
group, both in hospital and community service, 
is probably economic. An editorial in HOSPI- 
TALS, July 1938, states: 


“The nursing problem has always been a 
major one in the administration of hospi- 
tals . . . Increased requirements for admis- 
sion plus propaganda alleging a great over- 
supply of nurses, together with opportuniti- 
ties in other fields, have so reduced the 
number of students applying for admission 
to nursing schools that many schools, espe- 
cially in small hospitals, have been discon- 
tinued. In practically all hospitals, large or 
small, nursing by students has to a greater 
or less degree been supplanted by graduate 
nursing. The competition has been so keen 
for the services of graduate nurses that many 
hospitals have had difficulty in obtaining 
qualified graduate duty nurses, not to men- 
tion paying for their services. A general 
adoption of the eight-hour day has not les- 
sened the difficulties of the hospitals.” 


In 1937 only 498 hospitals had adopted an 
eight-hour day for staff nurses as compared with 
1390 hospitals (almost three times that number) 
in 1940. Again continuing the previous quota- 
tion. 


“In their dilemma the hospitals have turned 
to the subsidiary worker, ward helper, nurses’ 
aide, attendant, or whatever title she may be 
catalogued under as a solution to the prob- 
lem of providing sufficient personnel for the 
care of the patients. In the future, since 
there are not likely to be enough graduate 
nurses even if there were means to employ 
them, the subsidiary worker will become a 
recognized fixture of the personnel in the 
nursing service of hospitals.” 


Again referring to the report of the study made 
by the California State Nursing Association com- 
mittee, it was clearly indicated here that the 
major condition which determined the choice of 
attendant service was economic. However, an- 
other important factor in the community service 
was the necessity in the home for service other 
than nursing, which only the attendant is willing 
to give. 


Nonprofessional Work in the Hospital 


Aside from the economic aspect of the problem 
there are other factors which have influenced 
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this development. Studies have shown that about 
one-half of the work being done in the hospitals 
by nurses is nonprofessional in character. Ruth 
Pollack in HOSPITALS, April 1938, gives the fig- 
ures as 55 percent. An editorial in HOSPITALS, 
March 1938, states that 49 per cent of the work 
now done by nurses can safely be delegated to 
trained subsidiary workers. If these figures are 
correct, and I believe they are substantially so, 
they at least suggest an answer to our question. 
To these factors might be added the observation 
that any worker is less interested in the routine 
duties of her job than in the tasks using or chal- 
lenging technical skill. 


Many of the routine tasks performed by the 
nurse represent the lowest level of her duties and 
the highest level of the attendant’s duties. Is it not 
probable that under these conditions the attendant 
will be more interested and therefore give at 
least equal, if not more acceptable service? The 
professional training of the registered nurse 
makes her services too valuable to use them for 
routine duties in the hospital or housework in, the 
home. By using the attendant to do this work, 
the registered nurse will find the place where her 
position will be more satisfactory and her com- 
pensation more just and adequate. 


With the difficulties hospitals have recently been 
having in securing an adequate number of quali- 
fied nurses, and with the increasing demands due 
to the improved economic conditions generally, 
and especially because of the demand for nurses 
to meet the national defense program, the situa- 
tion will obviously become more acute. 


We do not know the full extent of the demands 
that will be made by the Government, but we are 
told that from ten to twelve nurses will be re- 
quired per hundred beds and that the present de- 
fense the hospital building program will call for 
a minimum of 18,800 nurses. While the Nursing 
Council on National Defense is endeavoring to 
enlist the services of inactive nurses to replace 
those withdrawn for military and other services, 
the number that can be secured in that way is 
still undetermined. They are also asking a se- 
lected group of nursing schools to increase the 
number of their students; but we sincerely hope 
that our national emergency will be long past 
before this group becomes available. If the de- 
mand becomes very acute, pressure will no doubt 
be brought to bear to lessen the training period 
this will, of course, result in lowered standards 
and therefore will and should be strenuously op- 
posed except in the most extreme emergency. 


Standards for Training of Attendants 


These facts would surely indicate that with so 
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great a demand for nursing service, it should be 
conserved and used where most needed, supple- 
menting it with the use of attendants to relieve 
nurses by doing routine and nonprofessional serv- 
ices. Surveys that have been made indicate, and 
I am sure our personal experiences agree, that the 
average so-called practical nurse is not competent 
to do this. Many of them are women who some- 
time in the past were dismissed from nursing 
schools because of lack of fitness for nursing, or 
who left to be married; others have or have had 
homes of their own and are doing this work be- 
cause of the necessity of earning a living rather 
than because they are trained or adapted to do 
attendant work; others may be graduates of quack 
schools or correspondence courses; still others 
may have drifted into the work. 


For over ten years we have not employed an un- 
trained nursing attendant. We have admitted to 
our school women with acceptable personalities 
and a background of sufficient education (those 
who have had at least two years of high school or 
the equivalent in educational experience) which 
enables them to carry the course of study in our 
school for attendants, and only after satisfactorily 
completing that course (covering, as prescribed 
by the Trained Attendants Act, “systematic in- 
struction in the following subjects: anatomy, 
physiology, hygiene, diet for the sick, and nursing 
care for the sick’) have they been. employed as 
nursing attendants. 


Obviously, it is not possible or even desirable 
for every hospital to conduct a school for attend- 
ants, nor is it possible at this time to supply an 
adequate number of properly trained attendants 
to meet the community needs for this type of 
service. However, I believe that it is the re- 
sponsibility of hospital administrators and nurs- 
ing leaders to establish standards and train or 
develop a plan for the training of this group. 
Also included in our responsibilities is the direc- 
tion and control of nursing attendants, either 
through state licensing or by whatever means can 
be developed. 


Before we can determine the part of the at- 
tendant in an emergency program we must ques- 
tion to what extent attendants may be used. In 
answering this question we must recognize the 
rapid progress that has been made in both the 
medical and nursing professions the last few 
years, resulting in the assignment of many duties 
to the nurse which were formerly performed by 
the doctor. Many of us can remember when the 
duties of the nurse were largely routine care of 
the patient—baths, temperatures, and medica- 
tions, and a large part of her time used for ward 
housekeeping—with no concern. for the many 
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technical procedures that are her responsibility 
today, such as urinalysis for the diabetic patient, 
determination of blood pressure for the patient 
with a brain tumor, apical and radial pulse for 
the cardiac patient, the various therapeutic meas- 
ures she must administer, and other professional 
duties too numerous to mention. 


In, an editorial signed C. G. P. in HOSPITALS, 
July 1938, the writer states: 


“Despite the objections of some members 
of the nursing profession, there is no sound 
reason yet advanced why subsidiary workers, 
under competent supervision, if properly in- 
structed cannot perform many of the duties 
heretofore considered as strictly within the 
realm of nursing.” 


He goes on. to say, 


“It is perfectly absurd, for instance, to main- 
tain that a reasonably intelligent young 
woman cannot readily be taught to take tem- 
perature and record it; to make beds for ill 
patients, or carry out bed pan technique.” 


Some of us would not agree with that statement 
in its entirety, but I think we would agree with 
a statement made by Helen Brady in HOSPITALS 
April 1940, in which she states: 


“It is evident that the distinction between 
nursing and non-nursing duties cannot be 
fixed by an arbitrary classification or a sta- 
tistical count and that a function which in 
one instance may unmistakably be that of a 
nurse, in another instance may legitimately 
be delegated to a ward helper or orderly.” 


The extent to which attendants may be used to 
supplement nursing service in the hospital must 
be determined by each individual institution. In 
the chronic and convalescent public hospital, her 
place looms large. In the voluntary hospital, car- 
ing for patients of ample means, she may have 
a very minor place. But one safe rule that can be 
applied is included in the “Manual of the Essen- 
tials of Good Hospital Nursing” prepared by the 
Division on Nursing of the Council of the Ameri- 
can Hospital Association and the committee of 
the National League of Nursing Education in 


' which they state: 


“The one absolute criterion in determining 
assignment of duties is the welfare of the 
patient.” 


I think it is well to put beside that rule the state- 
ment made by the same group that 


“the utilization of trained personnel for un- 
skilled labor is fundamentally unsound ad- 
ministrative practice.” 
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IN A MASTER BEDROOM 


5, To provide true home-like surroundings 
for the double room or ward represents 
the most difficult assignment for the hos- 
pital furnisher and decorator. Only men 

. who have made lifetime studies of these 
problems have the answer. HiLL-ROM 
expert designers and decorators, devot- 
ing all their energies and talents to insti- 
tutional furnishings, have created com- 
plete room ensembles that are all that 
could be desired from the esthetic, as 
well as the practical viewpoint. Unob- 
trusive, but distinctive beauty is com- 
bined with construction and finish to 
withstand the hardest hospital service. 
Write for booklet. 


HILL-ROM COMPANY, INC. 
Batesville, Indiana 
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Summary 


To summarize: I believe the trained attendant 
has demonstrated her value in supplementing 
nursing service both in the hospital and in the 
community. This has been proven by the fact 
that the majority of our hospitals have found 
it necessary and desirable to employ her to re- 
lieve the nurses of much of the routine drudgery 
and release them for professional services. Many 
thousands are also employed in. giving service 
in private homes. In spite of the fact that they 
are not adequately trained or properly controlled 
outside of hospital, there is an undeniable de- 





mand for their services which will increase as 
the shortage of nurses becomes more acute. 


We may not all agree with the statement made 
a few days ago by President Roosevelt that 


“We are reaching a place where all things 
must be evaluated according to how much 
they contribute to national defense,” 


but this national defense emergency is a chal- 
lenge to leaders in the hospital and nursing fields 
to utilize all means available to meet the increased 
demands and still maintain standards of service. 
Does not the trained attendant offer one means 
toward that end? 





in 
=< 


Cleansing and Sterilization of Pillow Feathers Made Possible 
by New Process 


Feathers are natural dirt and dust collectors. 
Being naturally fragile, feathers also crack and 
break easily. These two characteristics are very 
pronounced when feathers are used in pillows. 
Dust and dirt works through the ticking. 


Naturally, no pillow containing such an accumu- 
lation can be soft and fluffy. Because the feathers 
break up and pack down and the very purpose of 
the pillow is defeated. Even more important is the 
fact that a pillow containing this dust, dirt, and 
broken feathers is a natural place for germs and 
bacteria. Perspiration, too, causes the pillow 
feathers to become soiled. 


Many methods to clean, sterilize, and renovate 
the feathers from pillows have been attempted. 
Now, a system combining the cleaning and steriliz- 
ing effects of live steam and heated air has been 
developed. 


In this scientifically controlled system, feathers 
are removed from their tickings and drawn into 
a closed compartment without being touched. 


Positive sterilization is accomplished by inject- 
ing live steam and heated air at 290° tempera- 
ture into the feathers for a scientifically deter- 
mined period of time. Sterilization of feathers in 
processing is certified by a leading bacteriologist. 


Action of the steam in cleaning and sterilizing 
also restores the original curl to the feathers. 
The heated air then sets the curls, giving the 
feathers a downy fiuffiness which makes the pil- 
low lighter, softer, and fluffier. 


How much fluffier the feathers are after proc- 
essing is shown by the interesting demonstration. 
One-half of the feathers from one pillow are proc- 
essed and the other half not processed. The two 
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The Muroza System transfers pillow feathers, before and 
after cleaning, without touching hands. 


amounts of feathers are then placed in identical 
containers and though the unprocessed feathers 
only half fill the one container, the processed 
feathers will fill the other container to overflowing. 


After processing, the feathers are returned to 
their original ticking which has been laundered 
in the meantime. Again the transfer is made 
without the feathers being touched by hands. 


This system of processing has been developed 
by the research and engineering staff of The 
American Laundry Machinery Company, Cincin- 
nati, Ohio, and is marketed under the trade name 
of the MUROZA Feather Cleaning and Steriliz- 
ing System. 

An eight-page catalog, fully describing the 
MUROZA System, and a full report on the steril- 
ization tests are available from the manufacturer. 
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A CHALLENGE 


The peacetime call to the colors for na- 
tional defense challenges the patriotism, 
the love of adventure, and the spirit of 
service of professional nurses. 


A PROMISE 


Hospital administrators are providing 
leaves of absence for nurses. This en- 
lightened patriotism will help to stabilize 
nursing services. It promotes loyal serv- 
ice to both civil hospitals and the mili- 
tary establishments. 


IMPORTANT TRENDS 


This and other important trends in nurs- 
ing are faithfully reflected in the pages 
provided for your use by the American 
Nurses Association. 


THE AMERICAN JOURNAL OF NURSING 


1790 Broadway New York City 
| year $3 2 years $5 
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LET ME HELP YOU 


WITH NURSE RECORDS 


The advance in Printers’ wages from 25c 
an hour to $1.21 and of white Bond Paper 
from 314c per pound to 7e (and it will go 
higher) makes it necessary for every 
hospital to order supplies of nurse Records 
to last the duration of the war. 


If you have been ordering 10,000 you 
should order 40,000 NOW to save Hospital 


money. 


ORDER TODAY AND SAVE 


Cc. P. BRATE: 
61-67 HUDSON AVENUE, ALBANY, N. Y. 
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A GREAT 
NEW FACTORY 








Geared for Faster Service 
to all Hospitals in any 
National Emergency . . . 


ARKING a century and four 

years of service to hospitals 
throughout the nation, WOCHER, 
under the direction of the third gen- 
eration of its founder's family, has re- 
cently enlarged its manufacturing 
facilities to better serve a growing 
circle of loyal customers. 


This additional facility will make it 
possible for us to meet the Govern- 
ment's demands for National Defense 
and at the same time afford to individ- 
ual hospitals an improved product 
and a superior service. 


When you need hospital equipment 
ask your local surgical supply dealer 
or write direct to 


s#™M ax WoCHER & SON Co, 


Finest Surgical Furniture Since 1837 


29-31 W. 6th St. 








Cincinnati, Ohio 
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“BUGS” BEAR’S definition of a 
theory is a swimming lesson on a 
piano stool. When you plan x-ray 
therapy departments, you will find 
you want something far more practi- 
cal than what might seem theoret- 
ically right. There are engineers at 
the General Electric X-Ray Corpora- 
tion who give a practical service, 
valuable in the planning of a new 
department to be constructed from 
the ground up or in making layouts 
which will take the best possible ad- 
vantage of space available in an ex- 
isting building. 


-~e 


THERE IS MORE news about 
Mrs. Edna K. Huffman’s book, “Man- 
ual for Medical Records Librarians.” 
Mr. C. L. Neu of Physicians’ Record 
Company reports that it will be off 
the press not later than June. It runs 
about 384 pages and has eighteen 
chapters, bound in full cloth, size 
6% by 9%, and it is profusely illus- 
trated. 


o-oo 


OFF THE PRESS and ready for 
distribution is a fine new catalog pub- 
lished by Huntington Laboratories. It 
illustrates and describes all their 
products and their uses in the hos- 
pital. Write them at Huntington, In- 
diana, if you want a copy now be- 
cause they tell us they will be dis- 
tributed only by their salesmen. This 
catalog does credit to this company. 


-2 


A FIRM THAT supplies furniture 
to hospitals is in a good position to be 
familiar with present trends. Hill- 
Rom Company reports a big trend 
today toward modernizing and re- 
furnishing. They have a new bedside 
table with up-to-date conveniences 
which will interest you. It can be 
adapted for general use throughout 
the hospital. 


-s 


FOR THE FIRST TIME in the 
history of soap making, we are told, 
soap products have been compounded 
to fit the varying hardness of water 
conditions throughout the United 
States. Zoned Soap Company of Fort 
Wayne, Indiana, has now ready for 
bulk distribution to institutions Zoned 
laundry soap and breaker destined to 
effect new economies in the laundries 
of institutions. They advertise that 
hardness and chemical composition of 
water supplies throughout the United 
States have been analyzed and the 
country zoned into twenty-two differ- 
ent areas. 
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“THEY WATCH WHAT I watch, 
but they do not see what I see,” said 
a young Frenchman. Since 1920, 
J. A. Deknatel & Son have been serv- 
ing hospitals. Every once in a while 
they add to their line a new type of 
product which shows that they have 
highly specialized eyes to “see” spe- 
cial services for hospitals. Now they 
announce a new type of test objects 
for campimetry and perimetry. They 
were able to “see” what Dr. Conrad 
had devised and with their facilities 
are making a new type of white and 
colored spherical test objects. 


- 2<¢ 


NEWS COMES that the new Gross 
Pack of Vim Needles made by Mac- 
Gregor Instrument Company has met 
with high favor in our hospitals. It 
has won a reputation for being the 
best insurance against needle dam- 
age. Many say it cuts needle con- 
sumption lower, affording substantial 
savings. 

> o> 

“A CARPENTER is known by his 
chips,” is an old proverb. To Chicago 
comes an extension of the Goodall 
Worsted Company in the form of a 
new office. Their Decorated Fabrics 
Division is located in the Merchandise 
Mart, and geared to ‘cater to the Mid- 
West. Through the new offices Good- 
all’s decorative fabrics are now sold 
direct from the mill. Jack Odin and 
Hal Halm, both of the New York 
office, will be in Chicago during the 
next few weeks to assist at the new 
opening. 

> o> 

MODERN METHODS of financing 
new projects involve organization. 
There are experts in all lines of en- 
deavor. The use of the right tool 
brings the best results. For example, 
the Holy Name of Jesus Hospital at 
Gadsden, Alabama, found need for a 
new nurses’ home. Ketchum, Inc., of 
Pittsburgh, was appointed to direct a 
$100,000 campaign. Schmidt, Garden 
and Erikson are the architects. 


o-so 


LONGFELLOW SAID that sleep 
is the best friend of frail humanity 
and, like all other friends, it is best 
estimated in its loss. The advertising 
of the United States Rubber Com- 
pany, now running in HOSPITALS, 
takes up the subject of better sleep 
for your patients. They are featur- 
ing Kayolon, the name of their mat- 
tresses, foundations, and pillows made 
by combining air and latex, the milk 
of the rubber tree. Many hospitals 
have them now. They are bringing 
restful sleep to many allergics. 





Na About Pdelistes in H OSPITALS 


The Creator fashioned the hearts of all alike 


— but not our heads. In buying, successful 
executives do not use their feelings but the power 


of practical knowledge. 


EXPEDIENCY IS the science of 
exigencies, according to a wiseacre. 
The exigencies existing around a 
portable instrument sterilizer has cre- 
ated a new, larger model made by 
Scanlan-Morris Company. It has re- 
cently been placed on the market and 
is made with an indestructible cast 
bronze body, fitted with instrument 
tray and needle tray, equipped with 
all automatic electric assembly. 

o> > 


EVERY BUSINESS organization, 
with its ramified activities, tries to 
epitomize in one phrase exactly what 
they are trying to do. Here is the 
way Ann Ridley of Aznoe’s Central 
Registry for Nurses states the case 
of her concern: 

“Aznoe’s ‘Coast to Coast’ service 
offers you a national clearing house 
where employer and candidate come 
together with a minimum of time, 
effort and expense.” 

> oe 

GOOD SENSE develops into prac- 
tical wisdom. Cooperative buying is 
based on common sense. To arrive at 
buying on a practical basis, the group 
of hospitals who operate the Hospital 
Bureau of Standards issues reports 
regularly on the result of tests con- 
ducted by their research department. 
Recent among them are reports on 
absorbent cotton, gauze, and bandage 
rolls. They have a comprehensive re- 
port on fuel, equipment, and manage- 
ment of the boiler room. 

> > 

THE MAY ISSUE of the Ameri- 
can Journal of Nursing will carry 
the program of the National League 
of Nursing Convention. Considerable 
space also is devoted to the use of 
psychological tests in the selection of 
students, which is shown to be an 
economy. Methods of appraising per- 
sonality traits of student nurses are 
discussed for the first time. 


> > 
THERE IS AN ART in knowing a 
thing and a certain art in teaching it, 
and when E. R. Squibb & Sons sends 
information about their new minia- 
ture capsule containing five Syn- 
thetic B Complex factors they supply 
accurate information. important these 
days when Vitamin B is a feature in 
the headlines. 
2 ee 
One of the latest products of Col- 
gate Palmolive Peet Co.’s research in 
which hospitals everywhere will be 
interested is their new synthetic de- 
tergent, Arctic Syntex M, for washing 
glassware and dishes by hand. No 
hard water scum can form to streak 
the brilliance of glassware and dishes. 
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“Thank Heavens for this modern time and step-saving 
system that enables me to take care of most of my patients’ 
calls without leaving my floor station.” 

Yes! CONNECTACALL has these 4 potent advantages. 
1 


















. Provides instant two-way communication between nurse 
and patient. 


2. 


Enables nurse to “supervise” all patient calls before 
making trip to bedside. 


. Reduces trips to bedside by at least half. 


. Silent supervision enables night nurse to make rounds 
without leaving station. 


CONNECTICUT 
TELEPHONE & ELECTRIC | 
CORPORATION | 
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Meriden, Connecticut 
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IT°’S GARDEN-FRESH! 




















From garden to can is a mat- 
ter of moments! Streamlined 
handling is the secret of the 
goodness of these delightfully 
tender lima beans, tiny blue 
lake string beans and flavorful 
small carrots. All Sexton 
canned vegetables keep the 
utmost in flavor and vitamin 
value .. . When better vege- 
tables are packed, Sexton will 
pack them for you. 
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QUALITY FOODS 
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News Notes of Interest to the Hospital Field 


Thomas F. Alexander has assumed his duties as 
an assistant superintendent of the State Hospital 
at Chattahoochee, Florida. 

ee 

Sister Anastasia, for the past six years Sister 

Superior of St. Vincent’s Hospital, Green Bay, 


Wisconsin, is the new Superior at the Sacred - 


Heart Hospital, Eau Claire, Wisconsin. Sister 
Anastasia was appointed to fill the vacancy caused 
by the recent death of Sister Calista. 

_——_>—__. 

Sister Mary Ann, R.N., Sister Superior of St. 
Joseph Mercy Hospital, Cresco, Iowa, has been 
transferred to St. Joseph Mercy Hospital, Mason 
City, Iowa. Sister Mary Anita replaces Sister 
Mary Ann as Superior of St. Joseph Mercy Hos- 


pital, Cresco. 
——_————— 


Mary P. Brown is superintendent of the Bound 
Brook Hospital, Bound Brook, New Jersey, suc- 
ceeding Jennie Sullivan who resigned in January 
to be married. 

idee tii 

Anne Catlin, R.N., has assumed her duties as 
superintendent of the Alexander Blain Hospital, 
Detroit, Michigan, succeeding Dr. Ruth M. La- 
tham, who resigned. 

i 

Augusta V. Christiansen has succeeded Mrs. 
Edythe D. Merritt as superintendent of the Mary 
Lanning Memorial Hospital, Hastings, Nebraska. 
Amelia Miller has succeeded Arta Lewis as di- 
rector of the School of Nursing of the Mary Lan- 
ning Memorial Hospital. | 

SL en 

Dr. A. P. Cole succeeds Dr. Miles J. Scott as 
medical director of the Hamilton County Chronic 
Disease Hospital, Cincinnati, Ohio. 

ecanedietiness 

Mrs. Ina Corder, who for the past eleven years 
has been head day nurse of the Franklin Me- 
morial Hospital, Vicksburg, Michigan, has been 
named superintendent of the institution. 

soteasaidli Meade: 

Dr. Roger W. DeBusk, who was assistant direc- 
tor of St. Luke’s Hospital, New York City, has 
been appointed director of the Evanston Hospital, 
Evanston, Illinois, succeeding Ada Belle McCleery, 


who resigned. 
—_——_ 


Albert F. Dolloff, who for the past ten years has 
been assistant superintendent of the New Haven 
Hospital, New Haven, Connecticut, has been 
named superintendent of the Laconia Hospital, 
Laconia, New Hampshire. Mr. Dolloff succeeds 
Lillian G. Williams, who resigned. 
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Lucile Dudrey succeeds Jessie Greathouse, R.N., 
as superintendent of the Shriners’ Hospital, Lex- 
ington, Kentucky. Miss Dudrey was assistant su- 
perintendent of Shriners’ Hospital, Shreveport, 
Louisiana, for the last ten years. 

sii solids cteas 

James R. Felts, Jr., has assumed his duties as 
business manager of the Cabarrus County Hos- 
pital, Concord, North Carolina. 

sd ipabili 

Dr. Wilfred Gill was named superintendent of 
the Prospect Sanitarium, Cleveland, Ohio, recently 
taken over as an adjunct to the Cleveland State 
Hospital for the Insane. 

mihaatbiiaidinn 

Andrew Gould has been appointed assistant su- 
perintendent of the Lenox Hill Hospital, New 
York City. 


siniiheadiiliinaiinceie 

Rebecca Bayle Graham, R.N., former superin- 
tendent of Franklin Memorial Hospital, Vicks- 
burg, Michigan, has succeeded Mary E. Thomp- 
son, R.N., as superintendent of Huntington County 
Hospital, Huntington, Indiana. 

ee eee 

Mrs. Gertrude T. Haynes, R.N., until recently 
superintendent of nurses, City Hospital, Colum- 
bia, Georgia, has accepted the superintendency of 
the J. Marion Sims Memorial Hospital, Lancaster, 
South Carolina. Mrs. Haynes succeeds Harold A. 
Sayles, who resigned. 

Pe 

Mabel F. Huntly, R.N., has resigned as super- 
intendent of the Wesson Memorial Hospital, 
Springfield, Massachusetts. James M. Dunlop 
who for the last twenty-seven years has been con- 
nected with the Montreal General Hospital, Mon- 
treal, Canada, has been appointed to succeed Miss 
Huntly. 


siplioaiidaiiaaasiite: 

Frances B. Hyde, R.N., recently resigned as su- 
perintendent of Soldiers and Sailors Memorial 
Hospital, Penn Yan, New York, to be married. 
Mrs. Elsie Ingalls has been named acting superin- 


tendent. 
——_———_—_ 


Marion L. Jackson, R.N., formerly superintend- 
ent of nurses at Winchester Hospital, Winchester, 
Massachusetts, has succeeded M. Louise Sanford, 
R.N., as superintendent of Addison Gilbert Hos- 
pital, Gloucester, Massachusetts. A. Jean Mac- 
Leod, formerly assistant superintendent of Som- 
erville Hospital, Somerville, Massachusetts, has 
succeeded Miss Jackson as superintendent of 
nurses at Winchester Hospital. 
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This Baby Identification 


ASSURES The Mother 


She sees that it is sealed-on and cannot be removed by any- 
one until cut off. She sees that her own surname is spelled 
out with white letter beads. She sees that it is a blue bead 
necklace or bracelet, attractive and clean. And because the 
identification is placed on at birth she feels sure of her baby 
—and is a contented patient. 


Deknatel Name-On Beads 


Are simple, safe, sanitary and inexpensive. Adaptable to all 
forms of identification—even quintuplets. 


Write for Sample. 


Originated and Developed by 


DEKNATEL 


‘ 22nd St... Queens Village (L. 1.) New York 


























A New Function 


There is a quickening of activ- 
ities. Swift changes are being 
made. Advertising has a new 
function of explaining shortages, 
higher prices, substitutions and 
changes from old buying habits. 
In some industries all production 
has been absorbed for the rest of 


this year. Buyers, not salesmen, 


will become the “‘go-getters.” 
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directors 


The members of our firm and staff who 
are assigned as directors of hospital cam- 
paigns have managed fundraising efforts, 
respectively, for 23, 21, 20, 18, 16, 16, 
15, 14, 14, 14, 13, 4, 4, and 4 years. 
Nearly 95 per cent of that total ex- 
perience has been as members of this 


organization. 


Ketchum, Jne. 


2000 KOPPERS BUILDING 
PITTSBURGH, PENNSYLVANIA 


Charter Member, American Association of Fund-raising 
Counsel . . . committed to uniformly high ethical standards 
in the financing of philanthropic institutions. 
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Mrs. Opalle D. O’Halloran, R.N., has resigned 
as superintendent of the Notre Dame Hospital, 
Central Falls, Rhode Island, because of ill health. 
Martha Dutilly has been appointed as Mrs. O’Hal- 
loran’s successor. 

pikeiadieiiie ails 

Dr. Norman G. Patterson has resigned as med- 
ical superintendent of the McKendree Emergency 
Hospital, McKendree, West Virginia. 

an 

Miss N. C. Peters, superintendent of the Al- 
toona Hospital, Altoona, Pennsylvania, has retired, 
and Robert L. Gill, formerly superintendent of the 
Hospital of the Protestant Episcopal Church in 
Philadelphia, Pennsylvania, has been appointed 


as Miss Peters’ successor. 
—__—_. 


Nellie McLean Porter has assumed her duties 
as superintendent of the Woman’s Hospital, Pas- 
adena, California. 

—_——@—_—. 

Dr. W. L. Shackelford has been appointed ad- 
ministrator of the Jefferson Hospital, a new 650- 
bed general hospital in Birmingham, Alabama, 
succeeding Dr. Charles H. Young, who served 


until a permanent administrator could be selected. 
—_——_ 


Alfred H. Steinel, treasurer and comptroller of 
the Battle Creek Sanitarium and Hospital, Battle 
Creek, Michigan, has taken over the duties of ad- 
ministrator. Mr. Steinel, who has been connected 
with the Sanitarium for nearly forty-four years, 
will relieve Dr. John E. Gorrell, who is taking a 
leave of absence until May 31, when his connec- 
tions with the Sanitarium terminate. 

—_—_—__ 

John C. Stroman has been appointed superin- 
tendent of the J. Lewis Crozer Home and Hospital, 
Chester, Pennsylvania. 

pacbliaielibcinesands 

Louise H. Thompson, R.N., superintendent of 
Elliot Community Hospital, Keene, New Hamp- 
shire, for eighteen years, resigned on May 1. 
Mabel L. Parsons, R.N., superintendent of The 
Franklin Hospital, Franklin, New Hampshire, has 
been named as Miss Thompson’s successor. 


—_——__—. 

Winifred Trueworthy has been appointed super- 
intendent of the Benedict Memorial Hospital, 
Ballston Spa, New York. Miss Trueworthy suc- 
ceeds Margaret M. Watson, R.N., who resigned. 

—_——_g@———_—_. 

Dr. Jarrett E. Williams was officially named act- 
ing superintendent of the John Sealy Hospital, 
Galveston, Texas, filling a vacancy created on 
January 1 when Dr. Lucius R. Wilson resigned to 
accept the superintendency of the Hospital of the 
Protestant Episcopal Church of Philadelphia, 


Pennsylvania. 
——<—_—— 
Edward A. Willmer, who has been superintend- 


ent of the Hospital for the Ruptured and Crippled 
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in New York City for the past four years, has 


resigned. 
a 


Carolyn K. Winters, R.N., has been appointed 
superintendent of the Medical Mission Dispensary, 
Boston, Massachusetts. Miss Winters succeeds 
Catherine L. Perry, R.N., who resigned on Janu- 
ary 1 to accept the superintendency of Martha’s 
Vineyard Hospital, Oak Bluffs, Massachusetts. 

ee 

Atlanta, Georgia—The new Jesse Parker Wil- 
liams Memorial Hospital, Atlanta, Georgia, will be 
ready for occupancy within a few months. 

——$<——— 

Nashville, Georgia—The new Askew Memorial 
Hospital was formally dedicated on March 30. The 
hospital, built at a cost of $40,000, is one of the 
most modern hospitals in South Georgia. 

aSciaiialiaipiiadis 

Canton, Illinois—The Board of Directors of the 
Graham Hospital, Canton, Illinois, has approved 
plans for the construction of a new wing. Work 
will get underway within the next few weeks. 
The new wing will increase the capacity of the in- 
stitution to 100 beds. 

_——— 

Carbondale, Illinois—Bishop Ernest Lynn Wal- 
dorf of the Chicago District of the Methodist 
Church, presided at the laying of the cornerstone 
of the new $100,000 addition to Holden Hospital, 
Carbondale, Illinois. The new addition will increase 
the capacity of the institution to 75 beds. 

<actiilaaieaninte 

Chicago, Illinois—Construction work has started 
on the new 100-bed, five-story addition to the 
South Chicago Community Hospital, Chicago, Illi- 


nois. 
—_———-_ 


Dyer, Indiana—A $300,000 psychiatric hospital 
will be erected near Dyer, Indiana, by the Sisters 
of Mercy. Plans are now being prepared. 

— 

Shelbyville, Indiana—The W. S. Major Hos- 
pital, Shelbyville, Indiana, was given $12,500 
under the terms of the will of the late Andrew 
Gahimer. 

a 

Newberry, Michigan—The new group of build- 
ings completed last year at the Newberry State 
Hospital, Newberry, Michigan, are now ready for 
occupancy. 

—_——g@——__—_. 

St. Louis, Missouri—The new $160,000 Ranken- 
Jordan Convalescent Home for Crippled Children, 
St. Louis, Missouri, was dedicated recently. The 
institution will accommodate thirty children. 
Agnes Swenson, formerly connected with the 
Shriners’ Hospital for Crippled Children, will be 
the resident superintendent. 

—_— @———_. 
Buffalo, New York—Plans have been prepared 
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National Hospital Day, is an outstanding 
event on any hospital’s calendar. For a day 
the hospital shows its community a sum- 
mary of the services rendered and the prog- 
ress attained during the preceding year. 

And for the responsible firms supplying 


hospitals, every day is “hospital day’’. 


With new ideas, improved products and 


services, business strives each day to help 
improve hospital service and lower hos- 


pital costs. 


Among your most active collaborators in 


Every Day is 
Hospital Day 


this daily striving for progress are the 
member firms of the Hospital Industries 
Association. Look to them for ideas, prod- 


ucts and services that will help you build 
each day and each year toward an ever 
more significant National Hospital Day. 





Known 


Known sm, 
Brands SHIA) Quality 


Ociat* 


HOSPITAL INDUSTRIES ASSOCIATION 


A. S. Aloe and Company St. Louis, Mo. 
American Hospital Supply Corp. Chicago, Ill. 
American Laundry and Machine Co. 

Cincinnati, Ohio 
American Machines and Metals, Inc. 

East Moline, Illinois 

American Radiator and Standard Sanitary Corp. 

Pittsburgh, Pa. 
American Rolling Mill Co. Middletown, Ohio 
American Sterilizer Company Erie, Pa. 
Angelica Jacket Company St. Louis, Mo. 
James L. Angle Furn. Co. Ludington, Michigan 
Applegate Chemical Company Chicago, Illinois 
Armstrong Cork Company Lancaster, Pa. 
Bard-Parker Company, Inc. Danbury, Conn. 
Bassick Company, The Bridgeport, Conn. 
Becton, Dickinson and Co. Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City 
Burdick Corporation, The Milton, Wisconsin 
Burrows Company, The Chicago, Illinois 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Castle Company, Wilmot Rochester, New York 
Citrus Concentrates, Inc. Dunedin, Florida 
Ciark Linen Company Chicago, Illinois 
Clay-Adams Co., Inc. New York City 
Colgate-Palmolive-Peet Co. Jersey City, N. J. 
Warren E. Collins, Inc. Boston, Mass. 
Colson Corporation Elyria, Ohio 
Continental Hospital Service, Inc. Cleveland, O. 
Crane Company Chicago, Illinois 
Cutter Laboratories Berkeley, California 
F. A. Davis Company Philadelphia, Pa. 
Davis and Geck, Inc. Brooklyn, N. Y. 
Denoyer-Geppert Company Chicago, Illinois 
J. A. Deknatel and Son, Inc. 
- Queens Village, L. I1., New York 
®cPuy Manufacturing Company Warsaw, Ind. 
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Doehler Metal Furn. Company New York City 
Dunlop Tire and Rubber Company Buffalo, N. Y. 
Eichenlaub’‘s Pittsburgh, Pa. 
J. H. Emerson Company Cambridge, Mass. 
Faultless Caster Corporation Evansville, Indiana 
Finnell System, Inc. Elkhart, Indiana 
J. B. Ford Sales Company Wyandotte, Michigan 
General Cellulose Co., Inc., The Garwood, N. J. 
General Electric X-Ray Corp. Chicago, Illinois 
General Foods Sales Co., Inc. | New York City 
Goodall Worsted Company New York City 
Frank A. Hall and Son New York City 
Hanovia Chemical Company Newark, N. J. 
Hill-Rom Company Batesville, Indiana 
Hillyard Sales Co. St. Joseph, Missouri 
Hobart Manufacturing Company Troy, N. Y. 
Holtzer-Cabot Elecfric Co. Boston, Mass. 
Hospital Equipment Company New York City 
Hospital Management Chicago, Illinois 
Hospital Topics and Buyer Chicago, Illinois 
Huntington Laboratories, Inc. Huntington, Ind. 
Inland Bed Company Chicago, Illinois 
International Nickel Co. New York City 
Jameison, Inc. Chicago, Illinois 
Jarvis and Jarvis, Inc. Palmer, Mass. 
Johnson and Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Henry L. Kaufmann and Co. Boston, Mass. 
Kelley-Koett Company Covington, Kentucky 
Kenwood Mills Albany, New York 
Kent Company, Inc., The Rome, New York 
Kitchen Katch-All Corp. Greenwich, Ohio 
Lewis Mfg. Co.—Bauer & Black Chicago, III. 
Samuel Lewis Company, Inc. New York City 
Marvin-Neitzel Corporation Troy, New York 
Meinecke Company New York City 
The Mennen Company Newark, N. J. 


Midland Chemical Company 
Modern Hospital Publishing Co. 
National Lead Company New York City 
Ohio Chemical and Mfg. Co. Chicago, Illinois 
Oxygen Equipment & Service Co. Chicago, Ill. 
Parke, Davis and Company __ Detroit, Michigan 
Physicians’ Record Company Chicago, Illinois 
Puritan Compressed Gas Corp. Chicago, Illinois 
Republic Steel Corporation Cleveland, Ohio 
Rhoads and Company Philadelphia, Pa. 
Will Ross, Inc. Milwaukee, Wisconsin 
W. B. Saunders Company Philadelphia, Pa. 
Scanlan-Morris Company Madison, Wisconsin 
Schering and Glatz, Inc. New York City 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System Indianapolis, Ind. 
Ad. Seidel and Sons Chicago, Illinois 
John Sexton and Company Chicago, Illinois 
Shampaine Company St. Louis, Mo. 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 
The Simmons Company ; Chicago, Illinois 
Spring-Air Mattress Company Holland, Mich. 
E. R. Squibb and Sons Co. New York City 
Standard Apparel Company Cleveland, Ohio 
Standard Electric Company Springfield, Mass. 
Stanley Supply Company New York City 
Thorner Brothers New York City 
Union Carbide Company New York City 
United States Gutta Percha Paint Co. 
Providence, Rhode Island 
U. S. Hoffman*Machinery Corp. New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
C. D. Williams and Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
Max Wocher and Son Co. Cincinnati, Ohio 
Zimmer Manufacturing Company Warsaw, Ind. 


Dubuque, lowa 
Chicago, III. 
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for a new addition to the Millard Fillmore Hospi- 
tal, Buffalo, New York. 
: ~ 

New York City—Construction work is being 
rushed on the new $1,600,000, twelve-story build- 
ing which will house the Lebanon Hospital in the 
Bronx. The building will occupy an entire block 
bounded by the Grand Concourse, 173rd Street, 
Mount Eden and Selwyn Avenues. 

Ae 

New York City—Under the will of Caroline 
White of New York City, bequests totaling $1,- 
500,000 were given to churches and charitable in- 
stitutions. Among these, each of six New York 
hospitals will receive the sum of $100,000. 

—_—_j—_—_—. 

Cleveland, Ohio—Glenville Hospital, Cleveland, 
Ohio, will soon start construction of a new build- 
ing, increasing the capacity of the hospital to 150 
beds. 





Greenville, Ohio—The new $60,000 addition to 
the Wayne Hospital, Greenville, Ohio, will be dedi- 
cated on National Hospital Day, May 12. 

elles 

Massillon, Ohio—Plans have been submitted for 
the building of a new addition to the Massillon 
City Hosptial, Massillon, Ohio. The addition will 
increase the capacity of the hospital to 150 beds. 

celts 

Shelby, Ohio—Plans are being considered for an 
addition to the Shelby Memorial Hospital, Shelby, 
Ohio. The present capacity of forty beds will be 
increased to seventy-five. 

—__—_. 

Toledo, Ohio—Toledo Hospital, Toledo, Ohio, 
plans to build a medical research laboratory build- 
ing to cost approximately $150,000. The building 
will be two stories high, of brick and steel con- 
struction. 


- 


Eugene, Oregon—Ground has been broken for 
a six-story addition to the Sacred Heart Generai 
Hospital, Eugene, Oregon. The new addition, 
which will cost $150,000, will bring the capacity 
of this hospital up to 200 beds. 


———— 


Knoxville, Tennessee—Construction work will 
soon start on the new $200,000 treatment building 
and dormitory at Eastern State Hospital for the 


Insane, Knoxville, Tennessee. The new building 


will take care of 208 patients. 
——.g 


Radford, Virginia—The Radford Community 
Hospital of Radford, Virginia, was opened recently 
for the reception of patients. 

seattle ins 


Tacoma, Washington—Bids will be opened on 
May 28 for the reconstruction of the Tacoma In- 
dian Hospital, Tacoma, Washington. The project, 
which will cost approximately $1,750,000, will be 
erected on the Tacoma Indian Reservation. The 
hospital building will be a six-story reinforced 
concrete structure, finished in brick and tile, and 
the nurses’ quarters will be a three-story brick 
and tile building. 

re 


Beckley, West Virginia—A syndicate of local 
doctors is planning to build a new medical center 
in Beckley, West Virginia, to cost approximately a 
quarter of a million dollars. Contracts for the hos- 
pital, which will be the third hospital in Beckley, 
were let recently. 

° Se 

Eagle River, Wisconsin—The Sisters of the 
Divine Saviour, who operate hospitals in Milwau- 
kee and Wausau, are planning to build a hospital 
in Eagle River, Wisconsin. 





St. Louis City Hospital 


The last unit of the St. Louis City Hospital, 
built at a cost of $1,500,000 to accommodate 500 
patients, was dedicated March 8. This unit com- 
pletes the modernization and construction pro- 
gram which has cost $5,500,000. It is one of the 
largest and best equipped municipal hospitals in 
the country. Walter J. Grolton has been its super- 
intendent ever since the construction program was 
inaugurated. 


The dedication ceremonies were conducted by 
Mayor Dickmann, and addresses were delivered by 
Rev. Alphonse M. Schwitalla, S.J., president of 
the Catholic Hospital Association and dean of the 
College of Medicine, St. Louis University; Dr. P. 
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A. Shaffer, dean of the College of Medicine, Wash- 
ington University, and Dr. R. Emmett Kane, con- 
sulting surgeon. 





Guy M. Hanner Appointed Superintendent 
of Methodist Hospital, Omaha, 
Nebraska 


Guy M. Hanner, superintendent of Beth-E] Hos- 
pital and the National Methodist Sanatorium, Col- 
orado Springs, Colorado, and president of the 
American Protestant Hospital Association, has 
been appointed superintendent of the Methodist 
Hospital, Omaha, Nebraska. Mr. Hanner, who 
has been superintendent of the Beth-El Hospital 
since 1921, is one of the best known administra- 
tors in the middle west. 
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CLASSIFIED ADVERTISEMENTS 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 





must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue 
Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 








CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
Philadelphia, Pennsylvania Rome, Pennsylvania 
Tel. Stevenson 1135 Tel. Rome 34F111 





FOR SALE 





FOR SALE, well established, completely modern 15-bed hos- 
pital, Northwestern Minnesota. Living quarters, addi- 
tional income from physicians’ offices. Address Box U-1 
HOSPITALS. 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 


Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a supe- 
rior type of personnel. 


AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 


WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Young lay administrator; A.B. degree, 
state university; year’s graduate course in hospital ad- 
ministration; year’s administrative internship, university 
hospital; several years’ successful experience as super- 
intendent small hospital. H5-12. 


ADMINISTRATOR—Graduate nurse, Fellow of the American 
College of Hospital Administrators; excellent professional 
training; record of successful experience and achieve- 
ments in administrative fields; qualified to head fairly 
large hospital. H5-13. 


ADMINISTRATOR—Woman physician, excellently trained in 
hospital administration; prefers assistantship to adminis- 
trator of large hospital or superintendency of smaller 
institution. H5-15. 


PATHOLOGIST—Certified in anatomy by American Board 
of Pathology; B.S., M.A. .D. degrees, state university; 
M.S. degree in pathology; four years’ graduate training 
in specialty; several years’ successful experience as di- 
rector of laboratories, medium-sized hospital. H5-16. 


RADIOLOGIST—Young physician, graduate of university 
medical school; three years’ excellent training in his spe- 
cialty; six years director of x-ray laboratory, 200-bed 
— certified by American Board of Radiology. 


MEDICAL ANESTHETIST—Bachelor’s and medical degrees, 
state university; year’s residency in anesthesia; five 
years’ excellent experience; certified by American Board 
Anesthesiology. H5-18. 


DIRECTOR OF NURSES—B. S., M.S. degrees, western uni- 
versity; five years’ teaching experience prior to nurse’s 
training; experience has included instructorships, ap- 
pointments as director of education and director of 
nurses in fairly large hospital. H5-19. 





POSITIONS OPEN 





NURSE PLACEMENT SERVICE 
Anna L. Tittman, R.N., Executive Director 
513 Willoughby Tower, 8 South Michigan Avenue 
Chicago, Illinois 


ADMINISTRATION : 50-bed New Eng- 
land hospital; present superintendent retiring; all grad- 
uate staff; salary open. No. 41-0860. (b) Director School 
of Nursing: 140 students; hospital located mid-Atlantic 
area; salary maximum $225, maintenance. No. 41-1070. 
(c) Assistant Superintendent of Nurses: Children’s hos- 
pital ; middlewest ; assist in teaching classes for affiliates, 
administrative duties in relation to head nurses and 
graduate staff groups, etc.; $125, maintenance. No. 41- 





0829. 

EDUCATION—(a) Science: 220-bed hospital in large west- 
ern city; July or August; salary up to $120, mainte- 
nance. No. 41-0844. Also opening for nursing arts in- 
structor. No. 41-0755. (b) Science: 250-bed hospital; 
large eastern metropolitan area; $120, maintenance. No. 
41-0907. (c) Nursing Arts: Three and five year courses 
offered; average sized midwestern hospital; July 15th; 
$125, maintenance. No. 41-0993. Other teaching positions 
being listed. 

SUPERVISION (a) Medical and Surgical: Hospital in uni- 
versity city; middlewest; salary up to $125, mainte- 
nance ; formal and ward teaching in these two depart- 
ments. No. 41-0704. (b) Operating Room: Small mid- 
western hospital; post-graduate course; $100, mainte- 
nance. No. 41-0888. (c) Pediatric: 180- bed hospital; mid- 
Atlantic ; qualified in teaching and supervision; very 
desirable living conditions; salary open. No. 41-0976. 
(d) Nursery: 600-bed hospital ; Rocky Mountain region ; 
teaching “Care of the New Born” and administrative 
duties ; $120, meals and laundry. No. 41-0598. 

ANESTHETIST—370-bed private hospital; midwest; quali- 
fied to administer cyclopropane ; salary open. No. 41-0938. 
Many other splendid opportunities. 

NURSE X-RAY TECHNICIAN—200-bed hospital; Pacific 
Northwest; beginning salary $95, meals and laundry. 
No. 41-0851. 

SURGICAL SCRUB NURSE—250-bed eastern hospitals; ex- 
cellent hours and working conditions; $90, maintenance. 
Nos. 41-0932, 40-2499. 

STAFF NURSES—Small hospital; Great Lakes summer re- 
sort community; 8 hour day; $75, maintenance. No. 
41-0855. 

Miss Tittman available for Interviews 
National League of Nursing Education 
Hotel Statler, Detroit—May 26-30, 1941 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 


Chicago, Illinois 


DIRECTOR OF NURSES: Degree; salary open; west. 

NURSING ARTS INSTRUCTOR: Degree; $100-$120, main- 
tenance; west. 

And many other openings for nurses, technicians, dietitians, 
physicians, nurse executives! 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTRESS OF NURSES: College degree. Large eastern 
Psychiatric sgl Graduate nurse staff; affiliated 
students. Salary o 

DIRECTRESS OF NURSES: 125-bed Pennsylvania hospital 
Salary $175, maintenance; excellent living conditions. 

ASSISTANT DIRECTRESS OF NURSES: 200-bed eastern 
hospital; well organized school of nursing. Salary $135, 
maintenance. 

SCIENCE INSTRUCTOR: College degree; excellent connec- 
tions in mid-western, southern and eastern states. Salary 
$125-$140, maintenance 

NURSING ARTS INSTRU CTOR: College credits. 195-bed 
Michigan hospital, college affiliation. Salary $125. (b) 
250- poll lal western university hospital. Salary $200, 
room 

OPEN: Desirable positions for Anaesthetists, Dietitians, 
Laboratory and X-ray Technicians, Physiotherapists, 
Pharmacists, Record Librarians. 
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a staff physician receive? Does this dis- 

count apply to junior and attending physi- 
cians alike? Does it apply to physicians with 
courtesy privileges? If a physician is a member 
of a hospital insurance plan, does he receive a 
discount on the extras? Does a physician’s father, 
who is self-supporting, receive a discount? 


OW much discount on a hospital bill should 


To answer the above, a questionnaire was sent 
to the approved voluntary nonprofit hospitals in 
the State of Connecticut. It was hoped that 
through information so gained a policy might be 
established which would be both fair and in line 
with the practice of surrounding hospitals. An- 
swers were received from 24 hospitals out of 26. 
The questions and tabulations of the answers 
follow. 


Discounts on Hospital Bills to Doctors and 
Members of Their Families 


Do you give a discount to doctors or members 
of their families when they are in the hospital 
and if so, how much? 


Number of 
Yes or No Hospitals Discount 
Yes 5 100% 
Yes 9 25% 
Yes 6 50% 
Yes 1 20% 
Yes 1 15% 
No 1 Cost 
1 Own plan 


Four of the five hospitals which give 100 per 
cent free service give it only to the physician. 
The family of the physician receives 25 to 50 
per cent reduction. In one instance the junior 
staff receives 50 per cent reduction. 


Nine hospitals give 25 per cent discount to doc- 
tors and to staff men. However, one gives board 
and room but no “extras” while another gives 25 
per cent to staff but only 15 per cent discount to 
physicians who are not on the staff. 


Five give this discount both to doctors and 
families while one gives 50 per cent to the doctor 
and 25 per cent discount to the family. Among 
these is one which gives a 50 per cent discount 
to staff doctors and families and 3314 per cent 
to those having courtesy privileges. Another 
gives 50 per cent discount to staff doctors and 
families while those with courtesy privileges are 
given 10 per cent discount. One hospital gives 
staff doctors and families 50 per cent discount 
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The Author 


@ Howard S. Pfirman is Superintendent of 
Middlesex Hospital, Middletown, Connecti- 
cut. 





but those with courtesy privileges 25 per cent. 
Another charges the staff men the “average cost 
per patient for that month” while nonstaff men 
receive a discount of 20 per cent of the regular 
charges. 


The “own plan” refers to a staff insurance plan 
covering all expenses. In this hospital the staff 
doctors have their own sick insurance plan which 
they have worked out for themselves. In this 
plan the doctors pay for themselves and the num- 
ber of dependents for whom they sign. The pay- 
ment is made monthly or yearly and this plan 
allows for all care except special nurses board. 


Discounts on Extras to Staff Members Who 
Are Members of a Hospital Service Plan 


If doctors and members of their families belong 
to a hospital insurance plan, and their total bill 
for hospitalization exceeds that allowance granted 
by the plan, do you grant a discount on the bill 
in excess of the plan allowance? How much? 


Number of 
Yes or No Hospitals Discount 
Yes 8 Excess free 
No 3 Pay for excess 
Yes 6 Pay 25% of excess 
Yes a Pay 50% of excess 
4 No insurance plan in effect 
i Own plan 
1 Special arrangements 


Of those hospitals which do not charge the 
physician for the bill incurred above the allow- 
ance of the insurance plan, one gives the physi- 
cian private room at the insurance plan rate. Two 
others do not charge the physician for excess but 
their families pay full charges less 25 per cent. 
When the excess is free this does not include 
special nurses or nurses board. Six of the hos- 
pitals request payment of 25 per cent of the 
difference between the hospitals insurance charges 
and the actual bill. The hospital which has its 
own plan makes arrangements for complete pay- 
ment of the hospital bill, therefore, avoiding such 
a problem. 


Observations 
In the survey it was observed that certain 
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“understandings” are in force in almost all hos- 


pitals such as follows: 


1 


A discount is granted only to physicians 


having some type of an affiliation with that par- 
ticular hospital such as a member of consulting, 
attending or associate staffs or having courtesy 
privileges. 


2 


When a discount is given to relations of 


physicians it is limited to those relations wholly 
dependent upon the doctor. 


3 


4 


5 


Special nurses’ salaries and board are the 


responsibility of the physician. 


Twenty-three out of the 24 hospitals return- 


ing the questionnaire gave some type of a dis- 
count to doctors and/or their families. 


There seems to be no policy of granting 


discounts. Some give a larger discount to the 
attending staff than to those having courtesy 


privileges while others give a discount to the staff 
but not to a physician’s family. 
















Decision 


Following a consideration of the data presented, 
the following policy was established: 


“That doctors having privileges in this 
hospital and their immediate dependents be 
granted a 25 per cent discount during hos- 
pitalization when not members of a hospital 
insurance plan. When doctors are members 
of a hospital insurance plan paying benefits 
comparable to that of the New Haven Plan, 
it is recommended that they and/or their 
immediate dependents who are also members 
of such a hospital insurance plan, be granted 
25 per cent discount of the difference between 
the amount granted by the Plan and the 
actual hospital bill.” 
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THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


LAY EXECUTIVE—For presidency of company operating 


four hospitals to furnish medical and hospital service to 
employes in several states; about $5,000 annually, plus 
travel allowance. H5-1. 


ADMINISTRATOR—Qualified and experienced graduate 


nurse administrator to take charge of 100-bed hospital; 
position requires assumption of combination duties, such 
as purchasing responsibilities, personnel management; 
hospital splendidly organized; excellent living conditions 
and substantial salary; hospital fully approved; intrigu- 
ing location. H65-2. 


SUPERINTENDENT OF NURSES—Fully approved hospital 


which has recently expanded bed capacity to three hun- 
dred; staff includes 175 student nurses, 25 graduates, 
three instructors; southerner preferred, but eligible can- 
didate from northern state will receive equal considera— 
tion; when applying mention minimum salary require- 
ment. H5-3. 


DIRECTORS OF NURSING—(a) Teaching hospital of 200 


beds; must have degree, considerable executive experi- 
ence; $2100 maintenance, including private suite; East. 
(b) One of leading hospitals in Chicago area; degree, or 
several years of college training required. H5-4. 


DIRECTOR OF CHILD HEALTH—Director for program de- 


voted to teaching of child health in institute for children 
located on university campus; average number of chil- 
dren about 75; project to be directed by university, 
sponsored and financed by state department of health; 
requirements are B.S. degree, special interest in field of 
child growth and development, graduate training in 
nursing education and pediatric nursing; $175, partial 
maintenance. H65-5. 


EDUCATIONAL DIRECTOR—Fully approved eastern hos- 


pital of about 350 beds; school has approximately 125 
students; class of 50 in Fall; hospital delightfully _ sit- 
uated in small town just short drive from metropolitan 
center; $140, maintenance. H5-6. 


INSTRUCTORS—(a) Science; school averaging 90 students; 


class rooms recently renovated, excellent teaching equip- 
ment; subjects will include anatomy, physiology, micro- 
biology, pharmacology, therapeutics, history of nursing, 
introduction to medical science; $150, maintenance; sin- 
gle room with private bath provided in nurses’ residence; 
East. (b) Science; small general hospital; no class to be 
admitted in September, so teaching will be confined to 
second and third year groups; excellent opportunity for 
recent graduate desiring to enter teaching field; $140, 
partial maintenance. H5-7. 


ANESTHETIST—Preferably one who has had experience in 


anesthesia for chest cases; 80% of surgery is done on 
tuberculous individuals; experience in  thoracoplasty, 
pneumonectomy and lobectomy anesthesia desirable; 
$1500, maintenance, increasing to $2300; East. H5-8. 


OI ETITIAN—Head dietitian for 400-bed, fully ia hos- 
H5-9. 


pital; about $2,000; eastern metropolis. 











































AZNOE’S CENTRAL REGISTRY FOR NURSES 
Ann Ridley, Managing Director 
30 North Michigan Avenue 
Chicago, Illinois 


ANESTHETISTS—(A) Experienced in administration of 
anesthesia for chest cases; beautifully located eastern 
sanatorium; starting salary $125, full maintenance, with 
provision for yearly increase to unusually high figure. 
(B) For most attractively located 15-man clinic of out- 
standing specialists; salary promises to be above ordi- 
nary remuneration. H-50. 


ASSISTANT INSTRUCTORS—For Science, Nursing Arts 
and Psychiatry of large Eastern hospital; preference will 
be given to those having had training in larger Eastern - 
schools: salaries open. H-51. 


DIETITIANS—(A) Medium sized hospital in Middlewest 
river town; salary $100 and maintenance; prefer a Cath- 
olic and a young woman. (B) Assistant administrative 
openings in large eastern well-rated hospital offering 
splendid opportunity; must be member of American 
Dietetic Association; salary $80 to $85 and maintenance 
depending upon experience. (C) Therapeutic Dietitian 
for 200 bed eastern hospital serving very discriminating 
patients; $100 and maintenance in lovely nurses home. 

“04. 


INSTRUCTOR OF NURSES—Good basic background in Ob- 
stetrics required, preferably with a degree; desirable 
location; $120; full maintenance. H-53. 


NURSING ARTS INSTRUCTRESS—(A) Prefer a young per- 
son with some Nursing Education but not necessarily a 
degree if experienced; 150 bed hospital in Chicago area; 
$130, laundry and board. (B) Over thirty years of age, 
with a degree and experience; 150 bed approved hospital 
in East; $125 and maintenance. (C) Protestant preferred 
for 350 bed hospital; degree required; attractive cultural 
advantages; comfortable living quarters; $125 and main-— 
tenance. H-54. 


SCIENCE INSTRUCTOR—(A) 100-bed Middlewestern hospi- 
tal near state capital; $110 and full maintenance. (B) 
Most desirably located 200-bed southern hospital; excel- 
lent administration; salary open but will be about $125 
and maintenance. H-55. 


SUPER VISORS—(A) Women’s Medical and Surgical Depart- 
ment; requires very capable appointee who is a good or- 
ganizer; $100 and maintenance; 200 bed institution in 
Eastern summer resort section. (B) Night Supervisor; 
well versed in obstetrics and surgery for emergency op- 
erations; colorful western city, excellent recreational 
facilities; $110. (C) Obstetrical; Supervisor; large south- 
ern university hospital; $100 and maintenance. (D) Op- 
erating Room Supervisor; 200 bed hospital in very pros- 
perous southern city; Salary will be well worth consid- 
ering. (FE) Pediatric; department averages 50 tients; 
must be able to teach and conduct ward conferences; 
lovely southern seacoast city offering educational advan- 
tages; $90 and complete maintenance. H-56. 
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